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Agenda

Thursday, July 24, 2014

Room 11, State House

9:30 a.m. A. Call to otder and approve minutes of November 21, 2013 [APPROVED]

9:35 a.m. B. Administration's Fiscal Updates: /doc]

1.
9:40 a.m. 2.
9:50 a.m. 3.
10:05 a.m. 4.a.

4.b.

Unencumbered Balances [Sec. 54(2)(2) of Act 95 of 2014] [ACCEPTED]
David Cameron, Department of Financial Regulation

Transition of the Council on Problem Gambling /doc/
[Sec. E.141.1 of Act 179 of 2014]
Gregory Smith, Executive Director, Vermont Lottery Commission

State Psychiatric Hospital Staffing Report /doc/.

[Sec. 314.4(b) of Act 179 of 2014]
Sue Zeller, CPO, Agency of Administration, Jeff Rothenberg, CEO, VT
Psychiatric Care Hospital, Paul Dupree, Commissioner, Frank Reed,
Deputy Commissioner, and Emma Harrigan, Mental Health Research and
Statistics Chief, Department of Mental Health

Choices for Care; Reinvestuient Provision [Sec. 75a. of Act 95 of 2014] [doc]
FY2014 Preliminary Closeout /2 docs]
James Reardon, Commissioner, Department of Finance & Management
Stephanie Barrett, Associate Fiscal Officer, Joint Fiscal Office

10:20 am. C. Vermont Economic Growth Incentives — Cost Benefit Model [APPROVED]
[32 V.S.A. 5930a.(d)] [doc]
Kenneth Jones, Economic Research Analyst, Agency of Commetce &
Community Development

10:25am. D. JFO #2688 - $62,000 grant from Vermont Low Income Trust for Electricity, Inc.,
to Vermont Agency of Agriculture, Food and Markets.
[Legislative Hold Withdrawn]

[OVER]
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10:30 a.m.  E. JFO #2689 - Integrated Eligibility Project — 37 Limited Services Positions
[APPROVED] [32 V.S.A. Sec. 5(z) as amended by Act 167, Sec. 17 of 2014 and
further amended by Sec. 54 of Act 142 of 2014 and further amended by Sec. E.342.7
of Act 179 of 2014] [doc]
Lawrence Miller, Senior Advisot to the Governor, Chief of Health Care Reform
Dixie Henty, Deputy Secretary, and Stephanie Beck, Program Director for the
Health and Human Setvices Enterprise Program, Agency of Human Services

11:00 am. F. Revenue Update — Tom Kavet, Legislature's Economist /doc/

11:30am. G.  Fiscal Office Updates — Fiscal Officet's Report — Stephen Klein, CFO [dos/
1. Temporary Staff Intros. - Health Care Economist — Joyce Manchester /doc/
2. Joint Legislative Council and Joint Fiscal Office Policy Review Relating to
Requests from Political Candidates [attachment] [APPROVED]
Stephen Klein, and Michael O'Grady, Legislative Counsel
3. Medicaid Year-End Report — Stephanie Barrett, Associate Fiscal Officer /doc/

12:00 p.m.  Discussion - Next Committee Meeting Dates: September 5, November 12
Other Dates: All Legislative Briefing - November 19
New Member Orientation — November 19 — 21 (Fiscal Chairs — Nov. 21)
12:05 p.m. Adjourn

1:00 p.m. Emetgency Boatd - 5% floot Pavilion Office Bldg., 109 State Street, Montpelier

Other Report Submissions:

General Government
. Quarterly report on excess receipts and additional memo response from JFO. [32 V.S.A. § 511 as
amended by Sec. 60 of Act 142 of 2014] [Administration] [3* and 4™ quarter received]

II. Small Grants Quarterly Report [32 V.S.A. § 5(2)(3) as amended by Sec. 17 of Act 167 of 2014 and
further amended by Sec. 54 of Act 142 of 2014 and further amended by Sec. E.342.7 of Act 179
of 2014] [Joint Fiscal Office] [2, 3%, and 4 quarters received]

III. State match for Tropical Storm Irene or spring flooding; FEMA payments to municipalities [Sec.
77a(b) of Act 75 of 2012] [Received 2 quarterly reports — reports repealed by Sec. E.100.1(c) of
Act 179 of 2014]

IV. Integrated Tax System Contract Report [Sec. 63 of Act 95 of 2014] [Finance and Tax] [Received]

Commerce

Joint Report on economic advancement tax incentives [32 V.S.A. Sec. 5930a(j)] [VEPC and
Tax Dept.] [Received]

Human Services

I Repott on statewide statistics related to the use of emergency housing vouchers.
[Sec. E.321.2(c) of Act 50 of 2013] [Agency of Human Setvices] [Received]
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II. Report on Vermont Psychiatric Care Hospital outcomes and performance measures.

[Sec. E.314.4(c) of Act 179 of 2014] [Department of Mental Health and Agency of Administration's
CPO] [Received — see section 3 of the staffing report from B.3 of the agenda]

Natural Resources
Annual report of the Agency of Natural Resources of costs and expenditures for proceedings of
the Federal Energy Regulatory Commission [30 V.S.A. § 20(2)(2)(C)] [ANR] [Received]

Protection
I.  Quartterly report of costs and expenditures for proceedings of the Federal Energy Regulator)
Commission [30 V.S.A. § 20(b)(9)] [Department and Board — Public Service] [Received 2nd,
3rd and 4" quarters)

II. Report on consumer representation of utility matters. [Sec. 2 of Act 91 of 2014] [Department
of Public Setvice] [Received]

III. Report regarding the conditions under which FY2014 supplemental one-time appropriations

accessed for on-call deputy states attorneys. [Sec. C.106(a)(12) of Act 179 of 2014] [Department of
State's Attorneys and Sheriffs] [Received]
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Members present: Representatives Ancel, Branagan, Heath, Johnson, and Sharpe, and Senators
Ashe, Campbell, Kitchel, Sears, and Snelling.

Other Attendees: Administration, Joint Fiscal Office, and Legislative Council staff, and various
media, lobbyists, advocacy groups, and members of the public.

A. Call to Order and Approve Minutes
The Chair, Representative Heath, called the meeting to order at 9:39 a.m. and approve

minutes of November 21, 2013. Senator Kitchel moved to approve the minutes and the Committee
approved the motion.

B. Administration’s Fiscal Updates - 1. Unencumbered Balance

David Cameron, Administrative Services Director, Department of Financial Regulation,
distributed and presented the FY 2014 receipts available for transfer to the General Fund for a total
of $11,885,010 from the Insurance and Securities Regulatory Funds. Senator Campbell moved to
accept the certification for transfer of funds, and Senator Kitchel seconded the motion. The
Committee approved the motion.

2. Transition of the Council on Problem Gambling

Gregory Smith, Executive Director, Vermont Lottery Commission, distributed and
summarized the report. He noted that during researching whether there was a problem with
gambling in Vermont, it was discovered that the most recent data were 20 years old and reporting
requirements put forth by the grant had been minimal or insufficient. The Commission was
developing measurements to make the program more viable and to address grant legislative
reporting requirements. Senator Kitchel asked if there were reporting on how money was used and
what information was collected to quantify investment. Mr. Smith responded that annual budgets
had been submitted, but required quarterly reports had been sporadic. He added that the
organization has had one person managing the grant. The Commission’s expectation was to provide
services directly to those afflicted Vermonters, track the data from those services, and provide
measurable outcomes to the Legislature.

Representative Heath commented that the Legislature has been content in its knowledge the
program existed to serve Vermonters, but it would like better accountability for the money spent by
the program. Mr. Smith stated that once the Commission had ownership of the grant, it would be
committed to spending more time and gathering more information to make the program successful
and addressing legislative concerns. He explained that the Department of Health would transfer
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grant administration to the Commission during the FY 2015 Budget Adjustment process.
Representative Ancel expressed concern for the possible conflict of interest between the
Commission promoting its product and also providing services to problem gamblers. She inquired
what other states did in delegating the administration of these types of grants and what types of
models they might have in managing conflict issues if they use the proposed Commission model.
Mr. Smith responded that there were a variety of approaches that other states use. He stated the
Commission has been the sole voice and financial provider in addressing problem gambling, and he
believed the Commission’s propriety of the grant program would cause it to be even more
responsible for its results.

Senator Campbell inquired if there were a hotline for Vermonters, and if so, how many calls
it generally receives. Mr. Smith responded there was a hotline and that last fiscal year there were 74
calls and the prior fiscal year there were just under 200. It was not possible to extract the number of
calls that were related to problem gambling because many calls were associated with general
questions on the lottery. The Commission has established a new setvice provider with the intent to
track the number of overall calls and the caller’s reason for calling.

The Chair suggested that the Commission and the Department work with the
Administration on submitting the transfer of the grant in the FY 2015 budget adjustment process,
and to fine tune the contract details with the service provider.

3. State Psychiatric Hospital Staffing Report
Susan Zeller, Chief Performance Officer, Agency of Administration, and Jeff Rothenberg,

Chief Executive Officer, Vermont Psychiatric Care Hospital (VPCH), and Paul Dupree,
Commissioner, Frank Reed, Deputy Commissioner, and Emma Harrigan, Mental Health Research
and Statistics Chief, Department of Mental Health (DMH), distributed and summarized a report on
the State psychiatric hospital’s staffing plan. Mr. Rothenberg explained that in using an acuity tool
they were able to establish an appropriate level of staffing for the hospital. In addition, physician
need for staffing was taken into account, which consists primarily of nurses and direct care workers.

Ms. Zeller complimented VPCH and DMH staff for a well-thought-out plan that was based
on good-results based accountability standards. Senator Snelling inquired when the Department
anticipated that the hospital would be at capacity and when would it reassess and have more
information on staffing needs. Commissioner Dupree responded that the Department anticipated
that the facility would have all 25 beds online by mid-August to early-September. It would reach 12
patients over the next few days, and by the beginning of August another unit of the facility should
be opened. In order to get a good picture of the entire staffing need for the whole facility, it would
take upward of a year and depended on the final acuity level of the patients.

Senator Sears showed concern for using 5 staff for the sole purpose of scheduling staff.
Senator Campbell agreed with Senator Sears and asked for further information on the scheduling
staff job desctiptions. Mr. Rothenberg agreed to provide to the Committee a complete job
description of the scheduling staff. Senator Kitchel asked if there was still a penalty for an entity that
referred patients as requiring an incorrect level of care. Mr. Rothenberg stated that referrals were
screened through the Department’s care management system first before the VPCH admitted the
patient. Senator Kitchel commended the State hospital planning team for engineering the intake
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process. The Chair commented that the Committee would look forward to ongoing assessments of
the State hospital for staffing levels and would review plans to see if they were appropriate.

4.a. Choices for Care

James Reardon, Commissioner, Department of Finance and Management, distributed and
summarized information on Choices for Care and the reinvestment provisions. He explained that at
the end of the FY 2014 closeout there was $6.3 million total unexpended; of this total, $2.7 million
was General Fund. Most of the General Fund amount was anticipated and allocated in the budget:
$1.2 million for the Moderate Needs Group and meals investments in FY 2015, $350k for FY 2015
direct care worker costs, and $770k for a 1% program reserve, leaving $413k available for onetime
program investments. Representative Heath reminded the Administration that a concern from the
Legislature was available funds not being expended to people for care in a timely manner. She
inquired if there was planning for expending the carryforward in FY 2015. Commissioner Reardon
confirmed there was a planning process for expending the funds and he offered to request a time
frame from the Department of Disabilities, Aging, and Independent Living the following week, but
cautioned the Committee that the pending revenue downgrade could impact the availability of the
onetime investments.

b. FY 2014 Preliminary Closeout

Commissioner Reardon and Stephanie Barrett, Associate Fiscal Officer, Joint Fiscal Office,
distributed the following documents: the FY 2014 General Fund Revenue Performance and the FY
2015 Budget Gap. The Commissioner summarized the FY 2014 preliminary closeout. Ms. Barrett
explained the detail sheet. Representative Heath commented that the Estate Tax use for the revenue
downgrade was disappointing to the Higher Education Trust Fund.

. Yermont Economic Growth Investment GI) Model
Kenneth Jones, Economic Research Analyst, Agency of Commerce and Community
Development, distributed a memo requesting a change in the VEGI Cost Benefit Model and
explained the proposed model calculation changes. He highlighted pages 68 of the proposal and
stated that the background growth calculations would change next year.

Senator Kitchel moved to accept the proposed model changes, and the Committee approved
the motion.

D. JFO #2688 - VT Low Income Trust for Electricity (VLITE)

Representative Sharpe made a statement on the grant and withdrew his objections. He added
that he felt the funds in the VLITE program were being inappropriately used given the Legislature’s
initiatives toward solving low-income heating issues.

Lawrence Miller, Senior Advisor to the Governor, and Chief of Health Care Reform, Dixie
Henry, Deputy Secretary, and Stephanie Beck, Program Director, for the Health and Human
Services Enterprise Program, Agency of Human Services, introduced themselves. Mr. Miller
explained the Health and Human Services Enterprise Program (HHSE) was created to replace the
current 37-year-old Access Program in the Agency of Human Services. The HHSE began 6 years
ago as a long-term project through an implementation advanced planning document from the
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Centers for Medicare and Medicaid Services (CMS) and then accelerated by the U.S. Affordable Care
Act with 97% federal funding that has five core elements. One is the Vermont Health Connect that
includes the new rules for determination of eligibility for Medicaid. The current system has a sound
platform based on Oracle software and hosting, but the aboveground Vermont Health Connect
portal has issues in connecting to the new system platform.

Mr. Miller referred to the grant proposal and explained the requested 37-position job
descriptions. Federal and State funding for the positions are 90%—10% or 95%—5%, respectively.
Since the positions are part of developing a long-term system, State funding was included in the
capital bill. The end objective of the HHSE is for all services to be on one system to enable
Vermonters seeking services to have one caseworker for all eligible benefits thereby reducing staff
and beneficiary work.

Senator Kitchel stated it was her understanding that the Access program was a product that
was difficult to support. She then asked what the risk associated with the current operating system
was and whether that risk had been considered in the HHSE plan. Ms. Beck responded that as part
of the funding for the new system, CMS’ expectations was that the old Access program would be
retired as soon as possible because ongoing technical support for Access was not guaranteed. She
was unsure of the risk level but it was a constant conversation with the Information Technology
staff of the Agency. Mr. Miller added that the Access programming language was not known by
many people and was a constant source of stress for the Agency.

Representative Ancel inquired when the new system was planned to go live if the staffing
request were approved and things went smoothly and also if they did not. Ms. Beck explained that
within the phased program, currently the Agency was reviewing responses to the release of the
Request for Proposal (RFP), it was anticipated that a contractor would be selected and hired within
the next few months but it depended on what the potential contractors were proposing within their
workplans in response to the RFP. However, there was urgency because of CMS stipulation on its
enhanced match funding that ran through calendar 2015 to have the majority of the new health care
system online before that potential funding ceases to exist. The desired date for the system to go live
is January 1, 2016. Representative Heath asked when the final portion of HHSE system for the
entire Agency would go online. Ms. Beck responded that the Department for Children and Families
would be the final phase of the project.

Representative Sharpe showed concern for the State’s track record for successful IT
programs and the testimony from Mr. Miller before the House Health Care Committee the previous
day explaining how the current software had caused a potential 15,000 to 30,000 Medicaid recipients
to lose services. Mr. Miller explained that the number was closer to 15,000 people with a total of
30,000 people that were due to redetermine their eligibility for health care benefits within April
through June, and had not approached the Agency for renewal. A possible reason for the lack of
applications could have been changes in a paper form that caused confusion.

Senator Ashe asked how the 12 Program and Policy Subject Matter Experts were going to
make the Integrated Eligibility (IE) system more successful. Deputy Secretary Henry responded that
the project was not just about IT but rather the business plan and policy that linked the technology
to the new system. Senator Ashe inquired why qualified people of this caliber would not seek
permanent and consistent employment in the private sector rather than a limited service position
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with the State. Mr. Miller explained that current employees with specialized knowledge of a
particular area were temporarily reassigned and paired with IT staff to formulate questions and
strategies for the business plan. The limited service positions were people that were backfilling those
permanent skilled State employees’ positions until the project was finished. Representative Ancel
inquired if the Agency had identified the individuals. Deputy Secretary Henry confirmed it had.

In responding to questions of federal funding concerns past the CMS 2015 timeline, Mr.
Miller stated the State had a good history with CMS in accomplishing its tasks and he was
unconcerned that the funding level would drop after 2015 to the lower 50/50 match level but he
would be concerned if the project became stagnant. He added that in the spring of the current year,
the Administration restructured some areas of oversight for the project to ensure all needs are met.

Representative Ancel inquired what department the 12 program and policy experts were
being borrowed from. Ms. Henry responded the positions were coming from the Department for
Children and Families Economic Services Division. In responding to Senator Kitchel’s question, Mr.
Miller stated that the Department of Information and Innovation and specifically the Commissioner
of that Department has been involved in the planning and implementation process meetings
through an executive steering committee. Representative Sharpe asked if there would be proposed
changes to statutes to affirm the new business plan for the Agency and, in doing so, reliability of the
system. Mr. Miller confirmed that there would be proposals to change rules and possibly statutes.

Senator Sears showed concern for his constituents that were impatient to access Vermont
Health Connect and its products, and that if the requested positions move the project forward then
he was in favor of approving it. Senator Campbell added that he was comfortable with the statfing
request because of the expertise of Mr. Miller and his team. Representative Ancel proposed to delay
the decision on the request for positions until after the revenue update. Mr. Miller cautioned that a
delay in approving the positions would have an immediate impact on Vermont Health Connect
because of the IE program timelines. Representative Heath asked for a reiteration of the funding for
the requested positions and what the consequences would be if the request were postponed until the
Committee’s September meeting. Mr. Miller explained that the work was capital-fund eligible for
2010 matching funds, and that delaying the position request would have a significant impact on the
IE project, the VHC project, and the Medicaid Management Information System (MMIS) project
because resources would be stretched between the three projects. The Administration would have a
plan on how to manage within the gap of time. Representative Ancel asked that if that the request
were delayed then why would the Administration just delay the IE project instead of continuing all
three projects. Mr. Miller responded that it was important to get the requirements of the RFP and
the CMS contract finished before the contractor was hired and engaged in the project. Ms. Beck
added that it was critical that the request for positions was approved today in order to assemble a
team to work with the vendor for design and implementation of the project. Otherwise the project
schedule moves further out and potentially the costs would then increase.

The Committee agreed to delay action on the grant until after the next item on the agenda,
the Revenue Forecast Update.

F. Revenue Forecast Update
Tom Kavet, Legislature’s Economist, distributed the July 2014 Economic Review and

Revenue Forecast Update and summarized the information, including the reasons for the revenue
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downgrade. Senator Campbell inquired the reason for the reduced revenue in the Secretary of State’s
Office. Mr. Kavet explained that there was a legislative change during the 2013 session that was not
accounted for within the previous consensus forecast. Representative Sharpe asked about the change
in the property evaluation amount on page 4, quarter one of 2014, of the handout. Mr. Kavet
explained that the change was not expected and had a direct reflection in the Education Fund
property tax. He added that it only shows in the first quarter and could be an aberration nor is it
entirely unprecedented as it happened in the late 1970s and again in the 1980s, but he is unsure of its
significance until another quarter or two of data was available.

The Chair reminded the Committee that there would be additional work and meetings to

address the revenue downgrade once the Administration proposed a plan for rescissions to the FY
2015 Budget.

The Chair reintroduced JFO #2689 - Integrated Eligibility Project — 37 Limited Services
Positions for action. Senator Campbell moved to accept JFO 2689, and Senator Sears seconded the
motion.

Representative Ancel explained that she would have preferred to hold off on voting on the
grant until after a rescission plan had been submitted by the Administration. Representative Heath
stated she was comfortable with the request because it did not include general funds anywhere in the
near future. Representative Sharpe stated he shared Representative Ancel’s misgivings but ultimately
would support the request. Senator Kitchel commented the reality was that the current Agency
system was very old and there needed to be trust that lessons learned would translate into successful
projects. She added that there was money available in a previous capital bill to do the work, and the
replacement of the old system was essential to the overall success of State government functions.

The Committee accepted the motion with Senators Ashe and Snelling voting no.

G. Fiscal Office Updates — 1. Temporary Staff Introductions
Catherine Benham, Associate Fiscal Officer, Joint Fiscal Office, introduced the Office’s

newest staff, Joyce Manchester, Senior Economist, who would be starting July 18, 2014, and
explained that she was working on the health care modeling. Ms. Manchester gave an overview of
herself and her thoughts on the contract work ahead.

2. Joint T egislative Council and Joint Fiscal Office Policy Review Relating to Requests from Political

Candidates

Stephen Klein, Chief Fiscal Officer, Joint Fiscal Office, and Michael O’Grady, Deputy
Director, Legislative Council, referred to an attachment to the Fiscal Officer’s Report and a memo
from Legislative Council, and explained the joint political policy proposal. Senator Campbell asked
what part of the public records statute did the policy fall under. Michael O’Grady responded that the
current policy conflicted with existing policy of the Joint Fiscal Committee and the Legislative
Council, along with the Public Records Act and a Supreme Court decision. Senator Ashe inquired if
the proposal was an actionable item for the Legislative Council Committee in addition to the Joint
Fiscal Committee. Mr. O’Grady stated the Legislative Council Committee did not have a formal
process in place for adopted formal policies as the Fiscal Committee does for its office, but the head
of the Council would notify the Committee of the proposal.
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Senator Sears moved to adopt the policy. Representative Ancel asked to change the title of
the policy to include Political Action Committees (PACs) and other parties. The Committee
approved the motion.

Medicaid Year-Fnd Report
Stephanie Barrett, Associate Fiscal Officer, Joint Fiscal Office, distributed a report to the

Emergency Board and summarized the information. Senator Kitchel asked for clarification on the
Medicaid recipients that had been dropped from the Health Care program due to the change in the
redetermination process. Ms. Barrett responded that eligibility was being extended through CMS
without going through the redetermination process.

The Committee confirmed members would reserve a week in August to receive and respond
to the Administration’s proposed rescission plan. It would include a public hearing on the plan
before making final decisions. In addition, it confirmed all-day meetings for September 5 and
November 12, 2014,
The Committee adjourned at 12:10 p.m.
- Respectfully Submitted,
<) / ;74%/% N

Theresa Utton-Jerman, Joint Fiscal Office

VT LEG #301814 v.1



Joint Fiscal Committee

Statutory Language for July 24, 2014 Meeting

B.1. Unencumbered Balances [Sec. 54(a)(2) of Act 95 of 2014]

(2) All or a portion of the unencumbered balances in the Insurance Regulatory and Supervision Fund
(Fund Number 21075), the Captive Insurance Regulatory and Supervision Fund (Fund Number 21085),
and the Securities Regulatory and Supetvision Fund (Fund Number 21080), expected to be approximately
$7,021,016 shall be transferred to the General Fund, provided that on or before July 1, 2014, the
Commissioner of Financial Regulation cettifies to the Joint Fiscal Committee that the transfer of such
balances, or any smaller portion deemed proper by the Commissioner, will not impair the ability of the
Department in fiscal year 2015 to provide thorough, competent, fair, and effective regulatory services, or
maintain accreditation by the National Association of Insurance Commissioners; and that the Joint
Fiscal Committee does not reject such certification,

Heok

as accepted, we thoug

B.2. Transition of Council on Problem Gambling Report [Sec. E.141.1 of Act 179 of 2014}

(2) The Executive Director of the Vermont Lottery Commission and the Commissioner of Health shall
provide a written update to the joint Fiscal Committee in July 2014 on how the gambling addiction
program will be opetated in fiscal year 2015 and how the funds allocated in this act for gambling addiction
programs will be used.

B.4.a. State Psychiatric Hospital Staffing Report [Sec. 314.4(b) of Act 179 of 2014]

(2) By July 1, 2014, the Department of Mental Health shall establish criteria by which to determine the
appropriate staffing level at the Vermont Psychiatric Care Hospital. The criteria shall consider the need to
provide sufficient direct care and administrative and support staff consistent with the requirement to
provide effective treatment setvices in an envitonment that monitors patient care, and the safety needs of
patients, and aligns with the guidelines of the federal Centers for Medicare and Medicaid Services.

(b) The Department shall provide a written repott to the Joint Fiscal Committee and the Mental Health
Oversight Committee in July 2014 regarding the staffing plan for the Vermont Psychiatric Care Hospital.
The report shall justify and demonstrate the need for each of the administrative and support staff included
in the plan, with the goal of limiting positions to those that are essential to meet the needs of operating the
hospital.

[See Also Report IT under Human Services of the agenda for (c) of this citation]

B.4.b. Choice for Care; Reinvestment Provision [Sec. 75a. of Act 95 of 2014]

(2) Choices for Care funds available for reinvestment in fiscal year 2014, the Department of Disabilities,
Aging, and Independent Living is authorized to use up to $1,000,000 in fiscal years 2014 and 2015 on one-
time investments that directly benefit eligible choices for care enrollees and one-time investments to’
home- and community-based providers that are consistent with and priositized based on current needs
analysis to meet the overall strategic goals and outcomes of the waiver. This authotization is in addition to
the reinvestment plan submitted by the Department as submitted to the Committees on Appropriations in
January 2014. The General Fund portion of this amount is $435,600 which may be transferred to other

VT LEG #272261 v.2



Legislative Joint Fiscal Committee
July 24, 2014 Statntory Language
Page 2 0f 6

Department approptiations as needed to meet the objectives of this section. The Department shall report
to the Joint Fiscal Committee in July 2014 regarding this provision.

C. Vermont Economic Growth Investment (VEGI) Model — Proposed Amendments

FoA K
(d) The Council shall apply the cost-benefit model in reviewing applications under subdivision (b)(1)(A)
and (B) of this section to determine the net fiscal benefit to the State. The cost-benefit model shall be a
uniform and comptehensive methodology for assessing and measuring the projected net fiscal benefit or
cost to the State of proposed economic development activities. Any modification of the cost-benefit
model shall be subject to the approval of the Joint Fiscal Committee. The cost-benefit analysis shall
include consideration of the effect of the passage of time and inflation on the value of multi-year fiscal

benefits and costs.
skdkk

D. JEO #: #kkx - Integrated Eligibility Project — 37 Limited Services Positions
Acceprance of grants and procedures.
(a) No original of any grant, gift, loan, or any sum of money ot thing of value may be accepted by any
agency, department, commission, board, or other part of state government except as follows:
(1) All such items must be submitted to the Governor who shall send a copy of the approval or rejection
to the Joint Fiscal Committee through the Joint Fiscal Office together with the following information with
respect to said items:

Fxk
(2) The Governor's approval shall be final unless within 30 days of receipt of such information a member
of the Joint Fiscal Committee requests such grant be placed on the agenda of the Joint Fiscal Committee,
ot, when the General Assembly is in session, be held for legislative approval. In the event of such request,
the grant shall not be accepted until approved by the Joint Fiscal Committee or the Legislature. The 30-day
petiod may be reduced where expedited consideration is warranted in accordance with adopted Jomnt Fiscal
Commmittee policies. During the legislative session, the Joint Fiscal Committee shall file a notice with the
House and Senate clerks for publication in the respective calendars of any grant approval requests that are

submitted by the administration.
*okok

Other Report Submissions

General Government
I. Quarterly report on excess receipts and additional memo response from JFO.
[32 V.S.A. § 511 as amended by Sec. 60 of Act 142 of 2014}

If any receipts including federal receipts exceed the approptiated amounts, the receipts may be allocated
and expended on the approval of the Commissioner of Finance and Management. If, however, the
expenditure of those receipts will establish or increase the scope of the program, which establishment or
increase will at any time commit the State to the expenditure of State funds, they may only be expended
upon the approval of the General Assembly. Excess federal receipts, whenever possible, shall be utilized to
reduce the expenditure of State funds. The Commissioner of Finance and Management shall report to the
Joint Fiscal Committee quartetly with a cumulative list and explanation of the allocation and expenditure
of such excess receipts. The provisions of 2 V.S.A. § 20(d) (expiration of required reports) shall not apply
to the report to be made under this section.
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IL. Small Grants Quarterly Report [32 V.S.A. § 5(2)(3) as amended by Sec. 17 of Act 167 of 2014 and
further amended by Sec. 54 of Act 142 of 2014 and further amended by Sec. E.342.7 of Act 179 of
2014]

Acceptance of grants and procedures.
(a) No original of any grant, gift, loan, or any sum of money or thing of value may be accepted by any
agency, department, commission, board, or other part of state government except as follows:
(1) All such ttems must be submitted to the Governor who shall send a copy of the approval ot tejection
to the Joint Fiscal Committee through the Joint Fiscal Office together with the following information with
respect to said items:

*ksk
(3)(A) This section shall not apply to the following items, provided that the acceptance of those items will

not mcur additional expense to the State or create an ongoing requirement for funds, services, or facilities:

(B) The Secretary of Administration and Joint Fiscal Office shall be promptly notified of the source, value,
and purpose of any items received under this subdivision. The Joint Fiscal Office shall repost all such
ttems to the Joint Fiscal Committee quartedy. The provisions of 2 V.S.A. § 20(d) (expiration of required

reports) shall not apply to the report to be made under this subdivision.
*kek

Commerce
Joint Report on economic advancement tax incentives [32 V.S.A. Sec. 5930a(j)]

(a) There is created a Vermont economic progress council ***
Ffek

() By April 1 of each year, the Council and the Department of Taxes shall file a joint report on
economic advancement tax mcentives with the Chairs of the House Committee on Ways and Means, the
House Committee on Commerce, the Senate Committee on Finance, the Senate Committee on Economic
Development, Housing and General Affairs, the House and Senate Committees on Approptiations, and
the Joint Fiscal Committee of the General Assembly and provide notice of the report to the members of
those committees. The joint report shall contain the gross and net value of incentives granted pursuant to
subdivisions (b)(1), (4), and (5) of this section and pursuant to subdivisions (b)(2) and (3) of this section
during the preceding year. The joint report shall include an account of each incentive granted under
subsection (b) of this section, from inception of the program to the date of the report, including the date
and amount of the award, the expected calendar year or years in which the award will be exercised,
whether the award is currently available, the date the award will expire, and the amount and date of all
incentives exercised. The joint report shall also describe the extent to which the tax credits allowed by the
Department of Taxes in the previous calendar year supported economic activity that complied with the
performance expectations in the written notification of approval under subsection (k) of this section. The
joint report shall summatize all credits awarded and earned, applied for, and cartied forward by entities
participating in the Economic Advancement Tax Incentives Program authorized by this subchapter
through the end of the preceding calendar year. The joint repozt shall include the claims by specific type of
credit, number of participating entities, and tax type against which the credit is applied. The joint report
shall also include information on award recaptures. The joint report shall also include information on
economic activity, benefits to the State, and recipient performance in the fiscal year in which the credit was
applied. The Department of Taxes shall develop the capacity to report by fiscal year the amount of total
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credits applied by tax type against the tax liabilities for the prior fiscal year and any award recaptures. The
jomnt report shall also address the Council's conformance with the annual authorizations established in
subsection (1) of this section. The Council and Department may use measures to protect confidential
financial information, such as reporting information in an aggregate form or masking the identity of the
tax award tecipient.

Human Services
I. Report on statewide statistics related to the use of emergency housing vouchers.
[Sec. E.321.2(c) of Act 50 of 2013]

(a) The Agency of Human Services shall develop the following systems with respect to General Assistance
emergency housing services:

Ao
(b) On or before January 15, 2014, the Agency of FHuman Services shall teport to the House Committee
on General, Housing and Military Affairs, the Senate Committee on Economic Development, Housing
and General Affairs, and the House and Senate Committees on Approptiations regarding the development
and implementation of the systems required by subsection (a) of this section.
(c} On ot before January 15 and July 15 of each year beginning in 2014, the Agency of Human Setvices
shall report statewide statistics related to the use of emergency housing vouchers during the preceding
calendar half-year, including demographic information, deidentified client data, shelter and motel usage
rates, clients’ primaty stated cause of homelessness, average lengths of stay in emetgency housing by
demographic group and by type of housing, and such other relevant data as the Secretary deems
appropriate. When the General Assembly is in session, the Agency shall provide its report to the House
Committee on General, Housing and Military Affairs, the Senate Committee on Economic Development,
Housing and General Affairs, and the House and Senate Cominittees on Appropriations. When the
General Assembly is not in session, the Agency shall provide its report to the Joint Fiscal Committee.

II. Report on Vermont Psychiatric Care Hospital outcomes and performance measures.
[Sec. E.314.4(c) of Act 179 of 2014]

sk
(c) By July 1, 2014, the Department of Mental Health, in consultation with the State’s Chief Performance
Officer, as designee of the Secretary of Administration, shall identify desired outcomes, performance
measures, and data requirements required to measure whether the hospital 1s achieving the stated
outcomes for patient care, and the effectiveness of treatment services, patient monitoring, and safety
requirements at the Vermont Psychiatric Care Hospital and shall provide a written report to the Joint
Fiscal Commuttee and the Mental Health Oversight Committee in July, 2014.

Natural Resources
Annual report of the Agency of Natural Resources of costs and expenditures for proceedings of
the Federal Energy Regulatory Commission [30 V.S.A. § 20(2)(2)(C)]

(2)(1) The board or department may authorize or retain legal counsel, official stenographers, expert
witnesses, advisots, temporaty employees, and other research services:

Aok K
(2) The agency of natural resources may authorize or retain legal counsel, official stenographers, expert
witnesses, advisors, temporary employees, other research, scientific or engineering setrvices to:
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Skokk

(C) assist the board or department in any proceedings described in subdivisions (b)(9) (Federal Energy
Regulatory Commission) and (11) (Nuclear Regulatory Commission) of this section. Allocation of agency
of natural resources costs under this subdivision (C) shall be in the same manner as provided under
subdivisions (b)(9) and (11) of this section. The agency of natural resources shall report annually to the
joint fiscal committee all costs incurred and expenditures charged under the authority of this subsection
with respect to proceedings under subdivision (b)(9) of this section and the purpose for which such costs
were mcurred and expenditures made ***

Protection
I. Quarterly report of costs and expenditures for proceedings of the Federal Energy Regulatory

Commission [30 V.S.A. § 20(b)(9)]

(b) Proceedings, including appeals therefrom, for which additional personnel may be retained are:

(9) proceedings at the Federal Energy Regulatory Commission which involve Vermont utilities or which
may atfect the interests of the state of Vermont. Costs under this subdivision shall be charged to the
involved electiic or natural gas companies pursuant to subsection 21(a) of this title. In cases where the
proceeding is generic in natuge the costs shall be allocated to electric or natural gas companies in
proportion to the benefits sought for the customers of such companies from such advocacy. The public
service board and the department of public service shall report quarterly to the joint fiscal committee all
costs incurred and expenditures charged under the authority of this subsection, and the purpose for which

such costs were incurred and expenditures made;
ek

I1. Report on consumer representation of utility matters. [Sec. 2 of Act 91 of 2014]

On or before July 1, 2014, the Commissioner shall submit a report to the General Assembly which
includes an analysis of how the Department, in performing its duties under 30 V.S.A. § 2, determines the
interests of the consuming public and of the State and ensures adequate representation of the interests of
those consumers whose interests might not otherwise be adequately represented in matters before the
Board, including residential, low-income, and small business consumers. The report shall include a
descuption of how the Department assesses whether the interests of different ratepayer classes — such as
restdential, low-income, and small business — are in conflict and, if so, how such conflicts ate resolved. In
addition, the Commissioner shall evaluate how representation of the interests of residential, low-income,
and small business consumers has occurred in past proceedings and describe ways m which the
Department might more effectively represent those mterests in future proceedings. The report also shall
describe improvements in the Department’s processes related to the integration of the roles and
responsibilities of the Director for Public Advocacy and the Director for Consumer Affairs and Public
Information, particulatly with respect to representation of the consuming public and the interests of the
State. In conducting this analysis, the Commissioner shall consult with residential and small business
ratepayers, advocacy groups for low-income, residential, and small business ratepayers, and any other
person or entity as determined by the Commissionet.

I11. Report regarding the conditions under which FY2014 supplemental one-time appropriations
accessed. [Sec. C.106(a)(12) of Act 179 of 2014]

(a) The following appropriations are made from the General Fund in 2014:
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(12) To the Department of State’s Attoreys and Sheriffs for providing compensation for a pilot “on call”
payment program for Deputy State’s Attorneys. The Executive Director of the Department of State’s
Attorneys and Sheriffs shall provide a wiitten repost to the Joint Fiscal Committee in July 2014 regarding
the conditions under which these funds can be accessed and the procedures put in place to ensure that the
use of these funds compott with the conditions identified: $25,000

Foox
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State of Vermont

Department of Financial Regulation
89 Main Street

Montpelier, VT 05620-3101
www.dfr.vermont.gov

luly 18, 2014

Honorable Martha Heath
Joint Fiscal Committee

1 Baldwin Street
Montpelier, VT 05602

Dear Representative Heath:

For consumer assistance

800-964-1784
877-550-3907
888-568-4547

fAll Insurance]
{Securities]
[Banking]

Below are the final figures for Fiscal Year 2014 receipts available to the General Fund from the Insurance

and Securities Regulatory Funds.

Pursuant to Section 54(a)(2) of Act No. 95 of 2014, | hereby certify that the transfer of the below
amounts will not impair the ability of this Department in Fiscal Year 2015 to provide thorough,

competent, fair, and effective regulation of insurance companies, banking and other financia! services
companies, and securities companies or impair the ability of the Department to maintain accreditation
by the National Association of Insurance Commissioners.

Fund

Insurance Regulatory and Supervision Fund
Securities Regulatory and Supervision Fund
Captive Insurance Regulatory and Supervision Fund

Total

Sincerely,

Amount
$5,223,067
$6,007,311
$654,632

$11,885,010

moa oL /{/M?MN ~~~~~~~
Susan L. Donegan .

Commissioner

K

1

.. " d
[FTHE §

LITN
-

Banking Insurance

802-828-3307

802-828-3301

Securities
802-828-3420

Captive Insurance
802-828-3304

Health Care Admin
802-828-2900
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REPORT TO THE JOINT FISCAL COMMITTEE —JULY 2014

PLANS FOR PROVIDING SERVICES FOR GAMBLING ADDICTION

Sec. B.141.1 REPORT; TRANSITION OF COUNCIL ON PROBLEM GAMBLING
(a) The Executive Director of the Vermont Lottery Commission and the Commissioner of Heaith shall

provide a written update to the Joint Fiscal Committee in July 2014 on how the gambling addiction
program will be operated in fiscal year 2015 and how the funds allocated in this act for gambling
addiction prograims will be used.

in April of this year the Department of Health (DOH) and the Lottery began discussion-about
transitioning the grant administration for the Problem Gambling Grant from the DOH to the Lottery.

The Department of Health has been providing administrative oversight for the problem gambling funds.
The Department does not have particular expertise in this area, and does not have staff who can provide
appropriate programmatic oversnght to this work. During discussions between both agencues we
determined that this would be a good time to bring this program back to the Lottery for program
direction, since it is the focus of their mission. Subsequent discussions between the Lottery and the
Vermont Assocociation for Mental Health & Addiction Recovery {(VAMHAR]) resulted in the decision to
recommend this transition.

During discussions this year with the Directar of the Vermont Council on Problem Gambling, and after
‘hearing her testimony to the House Appropriations Committee, we learned that answers could not be
provided for some of the most basic questions: .

o  What percent of Vermont’s population has a gambling addiction?

e How many Vermonters, or their families, call the 24 hour helpline seeking assistance each year?
* How many trained clinicians are there in Vermont and where are they located?

» How many people visit the website looking for assistance for themselves or their families?

Some of this information was requested by the grant in prior years but the reporting has not answered
the questions. The Director’s testimony stated that their most recent estimates for the percent of
Vermonters with gambling problems or addiction were from 20 years ago.

Our plan for FY15 is for the Lottery to administer the Problem Gambling Grant, awarding it to VAMHAR.
They have submitted a plan to continue to provide the following services: :

e A 24 hour helpline staffed by trained chmcua ns or peer counselors to.assist callers with services
- for gambling problems.

e A website that also provides information and contact for those seeking assistance, or wantmg to
do a self-evaluation.

+ Training to clinicians and other treatment and recovery leaders. These professional
development trainings will result in certification and continuing education credits.

e Literature in the form of brochures, manuals and books as needed to inform the public and the
service providers.



The Lottery will continue te create and produce media advertising in partnership with VAMHAR. We
have been running television and radio advertising on a daily basis for the past 18 months and will
continue this plan. VAMHAR plans to sponsor various events that they feel will be worthwhile to attend
to promote the services that they provide.

The Lottery will alsa continue to include the helpline number and wehsite address on every lottery ticket
sold.in Vermont— approximately 25 million each year. We also include messaging on point-of-sale

~ advertising, our in-store display monitors and on all television media. Both the Vermont Council on
Problem Gambling (VCPG) and the National Council have been clear to say that they are not against
state lotteries and they appreciate the efforts by the Vermaont Lottery for providing services to those
who have trouble managing their own gambling.

The six New England states are combining our efforts to jointly promote responsible gaming. We plan to
coordinate efforts with our local agencies as well as the National Council on Problem Gambling. This
decision has been made quite recently so. more will follow during this fiscal year.

The Vermont Lottery has been the sole source of funds for problem gambling services previously
provided by VCPG, and will continue to be the same for VAMHAR. The grant we plan to award to them
‘includes quarterly reporting requirements on the quéstions noted earlier, by tracking the data that
exists now or devising a method to acquire the data. We will work closely together to ensure that the
funding is effectively spent to provide services to Vermonters who have trouble with gambling -
addiction.

We are looking for your approval to change the language in the Budget Act that directs the Lottery to

~ provide grant funding to the Dept of Health for $150,000 for Problem Gambling. We have improved the
plan for not only providing services to Vermonters but also knowing where these trained service
provuders are located. We will also work on methods for counting caseloads by county, or other area
measurement, to ensure we have sufficient services in each area.

Every time | appeared before a legislative committee during the past two years | have been asked about
problem gambling. | believe that VAMHAR understands what the Lottery is expecting and has presented
. that in their grant proposal to us. We both expect that we can take the foundation that was created by

VCPG and the DOH and make improvements to it that will benefit Vermonters who need this assistance.

Respectfully submitted,

Greg Smith, - ' Harry Chen, MD
Executive Director, The Vermont Lottery Commissioner, Department of Heaith
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State of Vermont Agency of Human Services
Department of Mental Health

Office of the Commissioner [phone] 802-828-3824

26 Terrace Street [fax] 802-828-1717

Montpelier, VT 05609-1101 [tty] 800-253-0191

www.mentalhealth.vermont.gov

MEMORANDUM

TO: Joint Fiscal Committee and Mental Health Oversight Committee

FROM: Paul Dupre, Commissioner
Department of Mental Health

DATE: July 18,2014

RE: Staffing Plan for the Vermont Psychiatric Care Hospital (VPCH)

Attached please find the July, 2014 report to the Joint Fiscal Committee and the Mental Health
Oversight Committee as outlined in 2014 Acts and Resolves No. 179.

I.  Act 179 Requirements
1. Establish criteria by which to determine the appropriate staffing level at VPCH,
considering the need to provide sufficient direct care and administrative and support
staff consistent with the requirement to provide effective treatment services in an
environment that monitors:
a. patient care;
b. safety needs of patients
c. alignment with the guidelines of the federal Centers for Medicare and Medicaid
Services
2. Justify and demonstrate need for each of the administrative and support staff included in
the plan
3. Identify, in consultation with the State’s Chief Performance Officer, the desired
outcomes, performance measures, and data requirements required to measure whether
the hospital is achieving the stated outcomes for:
a, patient care;
b. effectiveness of treatment services;
c. patient monitoring; and
d. safety requirement

II. ATTACHMENTS A -F
Respectfully submitted by the Department of Mental Health

Please direct any inquiries for additional data collection or report content development to Paul Dupre,
Commissioner of the Department of Mental Health; paul.dupre @state.vt.us.



Joint Fiscal Committee and Mental Health Oversight Committee
Department of Mental Health July 2014 Report

July 18, 2014

This report provides information required by the 2014 Acts and Resolves No. 179. The
guestions are followed by both data and narrative explanation.

Act 179 Requirements pertaining to Criteria for Vermont Psychiatric Care Hospital (VPCH)
staffing

1. Establish criteria by which to determine the appropriate staffing level at VPCH,
considering the need to provide sufficient direct care and administrative and support staff
consistent with the requirement to provide effective treatment services in an
environment that monitors:

a. patient care;

b. safety needs of patients

¢. alignment with the guidelines of the federal Centers for Medicare and Medicaid
Services

The Vermont Psychiatric Care Hospital {VPCH) opened on July 2, 2014 and is just two weeks into
operations within the new facility. As of July, 2014, VPCH is piloting a daily acuity rating scale
(ATTACHMENT A) for the purpose of considering sufficient direct care staffing to provide
effective treatment services for patients admitted to the hospital. Throughout the course of
upcoming months, clinical program and business office personnel will continue to fine tune the
scale in order to most appropriately capture and further target appropriate staffing levels at the
new hospital.

The attached acuity scale is divided into six levels of patient acuity to capture the overall clinical
needs of each inpatient. The lowest rating scale, Level 1, reflects inpatients who are assessed
as no longer meeting inpatient criteria for hospitalization and appropriate for discharge or
transfer to a lower level of care. The highest rating scale, Level 6, reflects inpatients at the
highest level of acuity and in need of constant observation and/or require significant staff
resources as evidenced by incoming patients who require secure transport or inpatients
requiring emergency involuntary interventions or emergency medical response. Patient acuity
ratings will be maintained daily. A base level of patient acuity has been established calculating
the total number of direct care staff hours needed to staff the hospital operations and design.

Base level staffing includes a minimum nurse-to-patient and mental health specialist-to-patient
ratio to staff a unit at full census with patients at Level 3 acuity. Acuity levels above 3 then
capture additional staffing needed to provide adequate care, treatment, supervision, and

1



safety. The numeric rating scale for direct care staff is then joined with a staffing table that
incorporates the threshold staffing hours plus any additional acuity identified to meet patient
care needs and is then aggregated for total hours needed to staff the hospital facility. Actual
hours worked, adjusted for training hours, plus any contractual direct care hours (traveling
nurses) are reported and compared to the staffing need identified by the acuity rating. Staff
members considered to be indirect or administrative in function are captured in a separate
rating scale reflecting the fixed infrastructure needs of these position hours for operating the
hospital. These positions are further reflected in the Section 2 of this report. See ATTACHMENT
B and Attachment C for both tracking and graphing of trends over time.

The greatest use of the acuity scale will be retrospective rating of each patient for the prior 24
hour period based on behavior and needs that are evaluated daily. While the tool may offer,
with experience and at a later point, a prospective patient rating capability for staffing levels,
the most valid rating at this time will come from patient care needs that have already occurred
and been provided. Administrative and support staff hours will continue to be evaluated by the
functional requirements necessary as outlined in the standards for certification by the Centers
for Medicare and Medicaid Services (ATTACHMENT D). This attached information is often
referred to as the A and B Tags for hospital certification. A Tags are applicable to any hospital
seeking CMS accreditation regardless of size. B tags are the specific psychiatric inpatient
hospital standards that must be met for CMS accreditation. These standards and “Tags” are
further referenced in Section 2.

Going forward, this information will be collected and analyzed monthly using the tools attached
to this report.

2. Justify and demonstrate need for each of the administrative and support staff included in
the plan

During the past year, VPCH, and formerly the Green Mountain Psychiatric Care Center, has
been accredited by the Joint Commission on Accreditation of Health Care Organizations (TIC)
and certified by the Center for Medicaid and Medicare Services (CMS). This accreditation and
certification was transferred with VPCH during its relocation to Berlin. Each of these
organizations will soon review the environment of care in the new facility in Berlin. Neither TJC
nor CMS publish numeric staffing standards. Rather the standard is that hospitals have to have
adequate staff to accomplish their mission for the inpatient population served. It is left to the
hospital to determine what that “right” number of staff is for its facility. One of the most
critical issues of concern in developing a staffing plan is the level of acuity of the patients being
served. The mission of VPCH is to serve Level | patients who by definition present as the most
complex, challenging patients in the state’s psychiatric inpatient services system. By virtue of -
the illness that these patients are experiencing, as a population, they are very demanding in
terms of the hospital’s requirements for monitoring and oversight responsibilities.



The most significant portion of the staffing allocation for VPCH is in the clinical area of nursing.
The Department of Nursing consists of both professional nursing staff and nurse extenders
referred to as 'mental health specialists' both of whom provide ongoing direct care to the
patients. Basic to any psychiatric hospital is ensuring that the patients, staff and visitors arein a
safe environment and that the focus is to move the patient back to the community so that the
recovery process for the patient can continue in the least restrictive setting possible. While the
new building at Berlin presents a welcoming and bright environment for patients, staff and
visitors, it also presents certain challenges to ensuring safety that are not eliminated by the
design process.

The design of the Vermont Psychiatric Care Hospital does not create new staffing efficiencies
over the former Vermont State Hospital. The open concept design, the multiple rooms on and
off the inpatient units that encourage maximum utilization of the available space to create
sanctuary and recovery, and expanse of available outdoor green space require monitoring that
was more readily provided through limited treatment area space at the former state hospital.
The benefit of the more healing design of the new hospital comes with new challenges. In fact,
several of the design features of the new hospital functionally promote availability of staffing
for patient interaction and compel staffing for purposes of monitoring and safety given the
layout of the hospital patient care areas. Some of the examples previously identified are:

Nurses Station Configuration —

The Nurses Station bisects the bedroom areas in each wing, creating two distinct treatment
areas. This provides a barrier, both physical and audio, to staff who must now be divided
between two smaller areas rather than serving one larger area. It takes more staff to serve the
two areas than it would take to serve one of equal size.

Open Concept Dining Areas -

Unlike the former state hospital, the new hospital dining/kitchenette areas, of which there are
four, are no longer physicaily separated areas in the new hospital. Within this new design, staff
members no longer have the ability to manage patient access or separate patients who may
require less stimulation or who are easily triggered in group settings. For each shift serving
meals, two staff are necessary for a significant portion during the shift to manage the areas and
serve meals. Within the open design, staff must prep the area for meals, serve trays, clean up,
and meet individual patient requests for specific food service or assistance.

Help Desk Function —

The design of the current Nurses Station has been enclosed to create better protection of
patient health information being discussed by phone or in-person, as well as preventing
unauthorized patient access to hard copy patient documentation, patient monitoring and
medical equipment, and medication rooms.



The concept of a help desk positioned before the nurse’s station supports ongoing patient
access to staff given the artificial separation created to maintain the privacy of other patient
information. This creates a fixed staffing demand as patients need a point of contact with staff
to ask for personal items, assistance with the phone, and other immediate questions on the
inpatient unit. The Help Desk concept, which as was also in operation at the temporary hospital
in Morrisville prior to relocation, was very successful, but did create a fixed need for staffing to
immediately respond to patient inquiries. There are a total of four Help Desks at VPCH. Fully
staffing this design element requires four dedicated staff per shift 24/7.

Monitors —

Cameras, for monitoring real-time activity given that recording of patient activity has been
identified by oversight entities as a potential infringement on patient privacy, are strategically
positioned at VPCH for monitoring patient and staff safety. These monitors are located at the
nursing station and also require 24/7 dedicated staffing to monitor in real-time. If cameras are
not actively monitored, there is a liability risk should there be an adverse event and the
available surveillance capacity has not been properly utilized to mitigate the occurrence. Given
the number of cameras covering the inpatient units and accessible patient areas, two staff per
shift are required for continuous monitoring of inpatient movement.

Room Checks —

The layout of the patient rooms promotes greater privacy and amenities, as each patient
bedroom has its own bathroom which the former state hospital did not. For staff entering a
patient room, there are identified blind spots not visible from the doorway, as well as
bathrooms which must be routinely checked. Due to assault potential (such events have
occurred), staff are trained never to enter a patient’s room alone. Since the entire patient
room cannot be observed from the doorway, two staff are required to conduct checks in the
patient bedroom area of the unit. Patient checks are done at regular and as needed intervals
around the clock requiring two staff members routinely for this review.

Escorts/Supervision —

Since the main areas in which groups will be conducted are off of the inpatient unit, patients
must be monitored to and from these areas by staff. Even though treatment areas are also
within the secure perimeters of the hospital and the hospital itself is a relatively “safe”
environment, the hospital remains responsible for ensuring patient safety and monitoring at all
times. Additionally, mental health specialists are assigned to treatment activities with Recovery
Service staff to assure that sufficient staffing is in accompaniment and available for the group
activity and response to individual patient needs and circumstances. There are no alarms or
mechanisms to summon help in the event of an emergency, so it is essential that sufficient
direct care staff be available and assigned to this area during group times. The number of staff
required will be impacted upon by the number of patients present and their level of acuity.



Other Activities requiring Staff Supervision —

® The tub room on the each inpatient unit at VPCH is a high risk area for injury. For those
patients not assessed as safe to be alone in the room, staff must be available to provide
supervision.

* Qutdoor green space requires staff to monitor patients for safety even though outdoor
space is enclosed. Generally, a minimum of two staff is required for up to five patients,
with a third staff member added for 6-8 patients, etc.

e When an individual arrives for admission, transport personnel transfer the individual to
hospital staff and leave. Inpatient staff must be deployed to the Admissions area to
ensure adequate patient management and safety throughout the admissions process
for whatever amount of time is needed to process the incoming patient.

¢ Housekeeping and/or maintenance staff must be accompanied by VPCH staff when
cleaning patient rooms or maintaining areas on the inpatient units. VPCH staff solicit
the patient’s permission to clean the room or manage the perimeters of the
maintenance area to ensure that housekeepers or maintenance workers can perform
their duties safely and without interruption. These are daily functions and require
multiple hours of staff time.

* Individualized patient needs related to constant observation, screening/escorting
visitors, supervising visits, monitoring phone calls, and assisting patients who require
supervised computer use drive staffing demands at varying intervals throughout the
day.

The current staffing plan for the opening of the hospital was developed by the hospital
administration with DMH, and approved by the Administration and Legislature. The projected
staffing needs took into account the acuity of patients with the design of the new building and
consideration of standards for both TJC accreditation and CMS certification. The staffing plan
was reviewed and supported by Dr. Kevin Huckshorn, a national expert on reducing seclusion
and restraint and staffing patterns for acute psychiatric hospital settings (ATTACHMENT E). The
American Psychiatric Nursing Association also has published a position paper on staffing for
acute psychiatric units, which is provided as a reference to current staffing considerations
(ATTACHMENT F). Its first recommendation is that a hospital adopt a staffing committee,
which VPCH has done, and it has a list of other recommendations but is clear there is no one
numeric formula that can be used instead the number needs to take into account patient
acuity, environment and other individual state and facility factors.



Brief overview of Position Justification:

e Of these 183 personnel, 56 are not considered direct care positions (Nursing
supervisors, Activity Therapists, Psychologists, and Social Workers).

* Non-direct, administrative position functions are necessary to meet the minimum
standards needed for accreditation and certification. (Education, Director and Associate
Director of Nursing, and CEQ, for example).

o Several of the functions require more than 1 FTE to cover multiple shifts at the hospital.
For example, Staffing and Admissions are 24/7 activities, and it would take 5 FTE to
ensure that 1 person was available for all shifts.

® A number of responsibilities are held by one staff person with back-up capacity for
periods of absence by another position to maximize cross coverage opportunities.

The justification overview of administrative and non-direct care personnel for VPCH follows
below. The information is compiled by each position title, the full-time equivalent (FTE)
required for this function, any comment specific to its categorization, the role justification that
the function fulfills at the hospital, and the CMS standard citation of the position
responsibilities for the required function.



VERMONT PSYCHIATRIC CARE HOSPITAL

Staffing Justification - FY15

Scheduling
Coordinator

Position Comment Justification CMS Conditions
Med Records 1.0 | One dedicated staff for | The hospital must have a medicaf record service Tag: A 0431, 0438, Tag: B 101, 103.
(Health Info hospital that has administrative responsibility for medical
Spec) records. Responsible for all aspects of facility
records management and compliance. Includes
the management of active and closed medical
records; ensuring completion, filing, and retrieval
of records in accordance with statute and federal
regulations.
Unit support 2.0 Two staff for four Responsible for filing and maintaining order in Tag: A 0432.
specialist patient care areas with | patient medical records, maintains storage of
e reflac%ment factor forms and other supplies on the unit, provides
or absence limited support to treatment staff, connects
documentation on the patient care units with the
off-unit Medical Records department.
Admin 4.0 | Position title for muilti- Reception for the hospital. Greets and orients Tag: A-0431 A non-direct care
Assistant B functional visitors, communicates about visitors and others | infrastructure position that manages the
admlnlstrzlatnga suppc;)rt in the hospital's main entrance to unit staff and flow of individuals within the facility;
g:;ﬁgrg\%mngy AN other hospital employees, routes calls, transcribes | incoming and outgoing communications in
coverage 7 days per physician documentation for the medical record, | multiple forms, and provides initial
week deals with incoming and outgoing mail. (7 days per | screening functions for safety and security at
week/days/evenings). the facility.
Mental Health 5.0 | 1 staff per shift 24/7 Provides 24/7 coverage in Staffing Office. Prepares | Tag: B-149, B-150 An infrastructure position

staff schedules, processes time off requests,
contacts staff to fill shortages created by absence,
coordinates Workers Comp cases with other State
agencies, processes FMLA requests, processes
payroll, and provides various reports upon
request.

that provides a number of core nursing
department functions essential to the
operation of a hospital.




Psychiatric 5.0 | 1 staif per shift 24/7 Acts as hub for 24/7 statewide point of contact Tag: A-0701 An infrastructure position that
Admi.ss.ions with community service providers and hospitals provides patient-specific and DMH-system
specialists for involuntary hospitalizations. Processes all care management functions. Organizes and
admissions/discharges to VPCH. Schedules and facilities the movement of patients into and
coordinates patient transports by sheriffs or out of VPCH at the times of admission and
alternative transport teams. Provides centralized | discharge, and patient transports during
DMH tracking of patients under the care and hospitalization.
custody of the DMH Commissioner statewide,
including those waiting for an inpatient bed (EE,
Voluntary, Warrants, Minors).

Hospital 1.0 | One supervisory staff Directs Operations of Medical Records, Admin B, Tag: A-0144, Tag: A-0432, Tag: A-0537.

Operations with facility operations | Facilities, Admissions, Kitchen staff

Chief coordinator assist and
backup for hospital

Facilities 1.0 | One staff for hospital Responsible for the facility operations (CMS/JC). Tag: A-0144, 0537.

Operations with no replacement Oversees all aspects of the physical environment

Coordinator factor throughout the hospital. Collaborates actively

with Buildings and General Services managers and
employees; manages hazardous waste.

Storekeeper B 1.0 | One staff for hospital Orders, receives, documents, organizes and stores | Tag: A-0724; Tag: A-0622 An infrastructure
with no replacement all physical materials delivered to the facility - position with overall responsibility for
factor medical and nursing supplies, food, beverages and | acquiring and managing all supply and

other nutrition service supplies, laundry and linen, | storage of dry goods necessary to operate a
cleaning supplies, furniture, etc. hospital.

Nursing 2.0 | two staff for all Provides orientation for new employees, oversees | Tag: A-0194, 0196, 0200.

Education orientation and competency process, provides ongoing training,
mandatory trainings runs Vera Hanks School of Psychiatric Technology,
and management of 4 i)
training records for all ensures documentation of training and
staff of hospital maintenance of records.

Executive 1.0 | One staff for hospital Direct collaboration with and administrative Tag A-0022.

Office Mgr. with no replacement

factor

support to CEO, Medical Director and Director of
Nursing. Manages credentialing activity for
medical staff and all administrative support
functions for CEO and assigned staff.




Supervising 1.0 | One staff for hospital Responsible for hospital health standards and all | Tag: A-0620.
Chet with no replacement kitchen operations. Creates menus, orders food,
factor and oversees kitchen staff in all areas of meal
preparation 7 days/week.
Cook C 3.0 | Three staff for 7 days Prepares meals for patients 7 days/week; 3 Tag: A-0620.
per week meals/day.
Food Service 3.0 | Three staff for 7 days Food preparation and cleaning of kitchen 7 Tag: A-0620.
worker per week days/week; 3 meals/day.
Pharmacy 2.0 | Contracted Provide pharmaceutical services 24/7 for hospital. | Tag: A-0490.
Procures, stores, packages, dispenses, orders,
distributes and disposes of all medications and
medication related devices. Sets-up and manages
pharmacy-related software system. Consults with
physicians, registered nurses and patients
regarding medications effects, side effects, drug-
drug and food-drug interactions.
QA (Director of 1.0 | One staff for hospital Directs Quality Program for Hospital. Oversees Tag: A-0166, Tag: A 0120, Tag: A-0263, Tag:
Quality) with back up of Risk patient and staff safety, quality of care, treatment, | A-0652.
Management and services. Responsible for maintaining a
culture of safety. Leads policy development,
patient grievance processes, event reporting
system, external and internal analysis and
reporting of data, regulatory compliance, hospital
risk management and participates in utilization
review.
Risk Mgmnt/Pat 1.0 | One staff for hospital Collaborates with Director of Quality and Tag:A-0286.
Safety with no replacement represents Quality Department in the Director's

factor

absence. Engages in activities which increase
patient and staff safety, quality of care, treatment
and services. Participates in development and
management of policies, patient grievances, event
reporting, analysis and corrective responses,
external and internal analysis and reporting of
data, regulatory compliance/risk management.




Utilization
Review

1.0

One staff for hospital
with no replacement
factor

Provides utilization review support functions to
medical staff in determining patient acuity and
continued stay. Collects, manages, and organizes
guality assurance and quality improvement data
for all clinical and operational departments.
Produces summary reports of hospital
performance for internal and external audiences.
Conducts quantitative audits, provides support to
improvement processes.

Tag: A-0297.

Registered
Dietician

1.0

One staff for hospital
with no replacement
factor

Provides medical nutrition therapy (MNT) to
hospitalized patients. Completes screenings,
assessments, and ongoing monitoring of patients’
nutritional care. Develops special diets as ordered
by physicians. Analyzes food intake patterns of
patients including between-meal feedings and
makes recommendations based on evident needs.
Consults with patients, families, and clinical
treatment staff.

Tag: A-0620, 0621.

Director of
Nursing

1.0

non-ratio Direct care

Human resource management (evaluations,
feedback, corrective action), ensures regulatory
compliance, ensures follow up on event reports,
oversees mandated reporting, assists with
policy/procedure development, liaison for
contracted services, coverage as acting head of
hospital, etc.

Tag A-0385, 0396.

Asst Director of
Nursing

1.0

Not direct care per
standards and back up
for Director of Nursing

Interviews job applicants, oversees Staffing Office
and its’ functions, coordinates availability of direct
care supplies, facilitates meetings with nurses
regarding professional practice issues, oversees
disciplinary actions

Tag: A-0392/NR.02.03.01.

Nursing
Services
Supervisor

6.0

Not direct care per
standards

Provides direct oversight and coordination of
nursing units, oversees shift unit staffing, oversees
personnel matters and management of
emergencies within the hospital

Tag: A-0393, 0395, 0397.
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Therapeutic
Activity Chief

1.0

One staff, not
considered in direct
care ratio, with backup
of recovery personnel

Designs and directs Recovery Services program of
therapeutic and leisure activities in groups and
with individuals. Provides direct care to patients
with other Recovery Service employees.

Tag: B-156.

Activity
Therapist

4.0

Not considered in direct
care ratio. Staff cross
both day and evening
shifts and weekend
hours.

CMS Requires minimum of 20 hours per week of
Active Treatment. Recovery staff provide a broad
curriculum of therapeutic and leisure activities in
groups and for individuals. Maintain safety in
managing patient use of restricted items.
Participate in multidisciplinary treatment team
assessments and planning. Promote philosophy of
patient-driven Recovery and Wellness Planning.
Emphasize evidence-based and evidence-
supported practices.

Tag A-1123, Tag B-158.

CEO

1.0

Responsible for managing the entire hospital. All
department heads report directly to the CEO.

Tag: A-0057, Tag: A-0309.

Psychologist

2.0

Not direct care per
standards.

Provide behaviorally-oriented education and
training for direct-care nursing staff through group
clinical supervision; consult with treatment teams,
including patients, to develop pro-social and
adaptive behaviors and to minimize behaviors that
interfere with recovery and community re-
integration; assess patients exhibiting behavior
problems and assist in developing behavioral
interventions; provide psychometric assessments
for diagnostic clarification; evaluate and treat
trauma-based behaviors.

Tag: A-0064, Tag: B-151.

Social Services
Chief

1.0

Not considered direct
care. One staff with
backup of social work
staff

Clinical and administrative oversight of social work
department. As a clinician, develops Social
Assessment; participates in discharge planning,
arranging follow-up, exchanges information with
sources outside the hospital; engages with family
members and others with whom the patient has a
relationship; provides education support and

Tag: A-0799-0837, Tag: B-108, 128 133-140.
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advocacy for family members and others.

Psychiatric
Social Worker

3.0

Not considered direct
care. No replacement
factor for 1:6 patient
coverage ratio with
Social Services Chief

Develops Social Assessment; participates in
discharge planning, arranging follow-up,
exchanges information with sources outside the
hospital; engages with family members and others
with whom the patient has a relationship;
provides education support and advocacy for
family members and others.

Tag: A-0799-0837, Tag: B-128, 133-140.

Nurses

34.0

Direct Care

Provide professional nursing care according to the
Nursing Process (Assessment, Planning,
Intervention, Evaluation) including admission,
treatment planning, monitoring health,
documentation, medication administration,
patient education, assisting with ADLs (Activities
of Daily Living, such as washing and dressing), etc.
Supervises Mental Health Specialists and oversees
provision of a safe environment and responses to
emergencies that may arise.

Tag: B-127, 136, 146.

Mental Health
Specialists

93.0

Direct Care

Provide visual monitoring (including frequent
checks and constant observation), escorts of
patients within the hospital, transport of patients
outside of the hospital, assist Recovery Services in
providing individualized patient support or groups,
scan the environment for potential risks, maintain
required documentation, and response to
emergencies that may arise.

Tag B 136, 150.

183.0
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3. Identify, in consultation with the State’s Chief Performance Officer, the desired outcomes,
performance measures, and data requirements required to measure whether the hospital
is achieving the stated outcomes for:

a. patient care;

b. effectiveness of treatment services;
c. patient monitoring; and

d. safety requirement

Results-Based Accountability Background —

Results-Based Accountability™ (RBA), also known as Outcomes-Based Accountability™ (OBA), is a
disciplined way of thinking and taking action to improve the lives of children, youth, families, adults and
the community as a whole. RBA is also used by organizations to improve the performance of their
programs or services. Developed by Mark Friedman and described in his book Trying Hard is Not Good
Enough, RBA is being used throughout the United States, and in countries around the world, to
produce measurable change in peopie’s lives.

RBA improves the performance of programs because RBA:

® Gets from talk to action quickly;

¢ s asimple, common sense process that everyone can understand;

* Helps groups to surface and challenge assumptions that can be barriers to innovation;

e Builds collaboration and consensus;

e Uses data and transparency to ensure accountability for both the well-being of people and the
performance of programs.

RBA uses a data-driven, decision-making process to get beyond talking about problems to taking action
to solve problems. It is designed as a simple, common sense framework that everyone can understand.
RBA starts with ends and works backward, towards means. The “end” or difference you are trying to
make looks slightly different if you are working on a broad community level or are focusing on your
specific program or organization.

Organizations and programs can only be accountable for the customers they serve. RBA helps
organizations by identifying specific customers who benefit from the services the organization provides.
The performance measures focus on whether customers are better off as a result of services. These
performance measures also look at the quality and efficiency of these services. RBA asks three simple
questions to get at the most important performance measures:

How much did we do?

How well did we do it?
Is anyone better off?

In consultation with the State’s Chief Performance Officer, the desired outcomes, performance
measures, and data requirements for VPCH follow:
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Vermont Psychiatric Care Hospital (VPCH): Performance Accountability

Mission: The Vermont Psychiatric Care Hospital provides excellent care and treatment in a recovery-
oriented, safe, respectful environment that promotes empowerment, hope and quality of life for the individuals
it serves.

Desired Hospital Outcome(s):
1. All patients in the care of the VPCH are treated effectively and are monitored appropriately to achieve their
individual care plans and to maintain a safe environment of care.
2. The VPCH maintains approval by the TJC and CMS for leadership, management, clinical program and
environment of care, and ensures a high standard of operations and quality services by an extensive program of
data collection, tracking, and trend analysis monitored by VPCH.

Client Population:

The VPCH serves adult patients who are involuntarily admitted to inpatient care. Most patients are Level 1, an
involuntary inpatient designation reserved for patients with risk of imminent harm to self or others and requiring
significant resources.

Patient = Average daily census = Rate of seclusion and restraint per 1,000 patient hours
Care = # commitments = 9% of patients who do not receive EIPs during their stay

= # Hours of seclusion and restraint annually | ® Rates of staff retention
Effective s Average length of stay for discharged = 30 day readmission rate to involuntary inpatient care statewide
Treatment patients * % patients satisfied with treatment

= Median length of stay for discharged = Average acuity of patients

patients
= 4 patients readmitted involuntarily within
30 days of discharge

Patient = # of patient elopements = 9% of patients with elopements
Monitoring = # of sentinel events = % of patients involved in sentinel events

= # hours of 1:1 observation = Rate of 1:1 observation per 1,000 patient hours
Safety = # of staff trainings conducted each year = % completion of annual staff mandatory trainings
Requirements | = # of safety drills conducted » % of employees who are injured by patients

= # of employee injuries = % of medication errors reaching the patient of all medication

dispersals
IS ANYONE BETTER OFF?

Patient = % of people who are discharged to stable housing
Care
Effective = % of patients receiving state funded services in the community within 30 days of discharge
Treatment
Patient = % of patients who report they feel safe
Monitoring
Safety = 9% of patients who report satisfaction with VPCH environment
Requirements

About the data: How frequently reported and to whom? What is the data source? Plans to develop Results
Scorecard, etc.

All measures will be reported on an annual basis. Data come from VPCH data collection in PsychConsult,
with a few exceptions. Patient ratings of safety, satisfaction, come from a VPCH perception of care survey
administered after inpatient discharge. Data regarding state funded services after discharge come from
Designated Agency Monthly Service Reports (MSR) and Medicaid Claims data.
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Data Development Agenda (any items you cannot measure now but would like to measure in the
future):
Effective Treatment
How Well:
= % of patients actively engaged with group therapy
= 9% of patients invited to treatment team meetings
= % of patients participating in treatment team meetings
= 9% of patients actively engaged with treatment options
Better Off:
= 9% of patients that reach stated goals in individual care plans
= % family members satisfied with patient care
Patient Monitoring
How Much:
= # of admissions requiring 15 minute checks (or greater levels of supervision) during their
stay
How Well:
= 9% of staff working mandatory shifts

Most of these items will be measurable when a fully functional electronic health record is
implemented at VPCH.
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ATTACHMENT A

VPCH Patient Acuity Rating Scale (PILOT JULY 2014)

Level

Applies to Patient

Ready for discharge or transfer
No longer meets criteria for hospitalization

independent with ADLs
Cooperative with program

Assessment/documentation/engagement requiring < 20 min. on a shift
Assistance with ADLs/physical care <20 min. on a shift

Treatment Plan Meeting

Phlebotomy

Fingersticks for blood glucose

30 min. checks

Transport by social worker

Refusing Medication

15 minute checks

Assessment/documentation/engagement requiring > 20 min. on a shift
Supervised visits and/or phone calls

Behavioral Plan in place

Assistance with ADLs/physical care > 20 min. on a shift

Requiring frequent redirection

Behavioral Plan in place

Manual restraint

Mechanical restraint or seclusion < 15 min.
New admission during this 24 hrs.
Transport by Nursing staff

High Risk for Falls (by Falls Risk)
Non-Emergency Involuntary Medication
Frequent vital signs, neuro checks, etc.

Constant Observation (during any part of the 24 hrs.)
Transport by Sheriffs or ambulance

Mechanical restraint or seclusion > 15 min.
Emergency Involuntary Medication

Medical emergency

Need for staff response from other units




Day Shift

ATTACHMENT B - VPCH Base Staffing Requirement

A unit B unit C unit ID unit TOTAL VPCH
# beds 8 # beds 8 # beds 5 # beds 4 # beds 25
hours fte hours fte hours fte hours fte hours fte
Charge Nurse 0 0 0 0 0 0
Nurse 16 2 16 2 12 1.5 12 1.5 56 7
Mental Health Specialist:
Checks 16 2 16 2 8 il 8 1 48 6
Help Desk 4 0.5 4 0.5 4 0.5 4 0.5 16 2
Dining Room/meals 4 0.5 4 0.5 4 0.5 4 0.5 16 2
Monitor 4 0.5 4 055, 4 0.5 4 0.5 16 2
Escort for housekeeping 1 0.125 1 0.125 1 0.125 1 0.125 4 0.5
Yard Supervision, Escorts, standby for admissions 3 0.375 3 0.375 3 0.375 3 0.375 12 1.5
Learning Center, Em response, break relief, standby for
nurse, physician, escorts for SW, Interviews, pharm
tech, BGS 16 2 16 2 8 1 8 1 48 6
Total MH Specialist 48 6 48 6 32 4 32 4 160 20,
Total hours needed Day Shift 64 8 64 8 44 5.5 44 5.5 216 27
Evening Shift
Charge Nurse 0 0 0 0 0 0
Nurse 16 2 16 2 12 1.5 12 1.5 56 7
Mental Health Specialist:
Checks 16 2| 16 ) 8 1 8 1 43 6
Help Desk a4 035 4 0.5 4 0.5 4 0.5 16 2
Dining Room/meals 4 0.5 4 0.5 4 0.5 4 0.5 16 A
Monitor 4 0.5 4 0.5 4 0.5 4 0.5 16 2
Escort for housekeeping 1.0 0.125 1 0.125] 1 0.125 il 0.125 4 0.5
Yard Supervision, Escorts, standby for admissions 3 0.375 3 0.375 3 0.375 3 0.375 12 1.5
Learning Center, Em response, break relief, standby for
nurse, physician, escorts for SW, Interviews, pharm
tech, BGS 16 2| 16 2 8 1 8 1 48 6
Total MH Specialist 48 6 48 6 32 4 32 4 160 20
Total hours needed Evening Shift 64 8.04 64 8 a4 5.5 a4 5.5 216 27
Night Shift
Charge Nurse 0 0 0 0 0 0
Nurse 16 2 16 2 8 1 8 s 48 6
Mental Health Specialist:
Checks 16 2 16 2 8 3 8 1 48 6
Help Desk 0 0 0 0 0 0
Dining Room/meals 0 0 0 0 0 0 0 0 0 0
Monitor 4 0.5 4 0.5 4 055) 4 0.5 16 2
Em response, break relief, standby for nurse, physician,
escorts for SW, Interviews, pharm tech, BGS 12 185 12 1L 12 i85 2 20 48 6
Total MH Specialist 32 4 32 [} 24 3 24 3 112 14
Total hours needed Night Shift 48 6 48 6 32 4 32 4 160 20
Grand Total Need (does not include leave factor) 176 22 176 22| 120 15 120 15 592 74
Appropriated (does not include leave factor) 22 22 15 15 74
Appropriated with leave factor (ties to total approp #) 37 37 27 27 127
Need with leave factor 37 37 27 27 127




ATTACHMENT C - Staffing Acuity Graph

6/28/2014 7/12/2014 7/26/2014
VPCH Regular Hrs Less Adj 1861 0 0
VPCHTemp/OT Hrs 1600 0 0
VPCHHours needed 3440.0 0.0 0.0
VPCH Non Direct Care Hours 4480 4480 4480 4480 4480 4480 4480 4480
VPCH Direct Care Hours Needed vs Actual- FY15
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ATTACHMENT D

CMS Standards - A Tag & B Tag Combined

Please note that this document is 530 pages long so a link (which you will need to copy and paste
into your browser) to our website has been provided for your convenience:

http://mentalhealth.vermont.gov/sites/dmh/files/report/legisiative/ATTACHMENT D CMS Standards

%E2%80%93 Tags A %26 B 530 pages.pdf




ATTACHMENT E

Kevin Ann Huckshorn, PhD, RN, CADC
Organizational Consultant for Public Behavioral Health Systems of Care
108 Ashley Court
Wilmington, DE 19807
302-824-1218 (cell)
Kevinurse @ gmail.com

February 26, 2014

Purpose of this Consultation

Thank you for asking me to review your staffing plan for the new public Vermont Psychiatric
Care Hospital. This new facility is designed to serve persons with serious mental conditions and
people found, by your courts, to be Incompetent to Proceed to Trial or Not Guilty by Reason of
Insanity or Mental Iliness. I apologize that I do not know your laws that well to use the correct

terminology.

1. | have reviewed numerous documents to date. These include:

Your actual staffing proposal for this new 25 bed hospital

Your policies on Emergency involuntary Procedures

Your data on actual emergency procedures used in last few years
The GMPCC/VPCH Strategic Plan

The “Staff Responsibilities” document sent by Mr. Jeff Rothenberg

moawe

2. lalso participated in three conference calls with key state leadership staff to get clarity on their
plans and rationale for these staffing plans.

3. After a thorough review and you and your staff’s patience in answering all my questions | will
offer the following comments and recommendations.

Consultant Comments on the new Vermont Psychiatric Care Hospital Staffing Plan

1. Asyou already know, decisions on how to staff state mental health (MH) hospitals are a complex
and difficult task. There are no national standards for staffing state mental health hospitals. That
is because hospital staffing patterns rely on variables that cannot be often compared to other
hospitals, or other states. Staffing patterns used by state MH hospitals are predicated on the
layout of the facility, the type and acuity of persons served in that hospital, the type of staff
employed, the use of video cameras, and the history of the said hospital. All of these variables
inform individual hospital staffing decisions.
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| reviewed your staffing proposal for this 25-bed hospital. On first glance, | found your staffing to
be well over what | was used to. But once | was introduced to your new hospital facility layout, |
understood completely your staffing plan.

The new Vermont Psychiatric Care Hospita! plans must be lauded for being very progressive and
very respectful of persons served privacy and space. But the other side of this very progressive
work is that usual staffing allowances must go up. It is much easier to staff an institutional
facility with shared baths, in one long rectangular building, with full “line of sight”, than it is to
staff a new facility, such as yours is going to be. With privacy and respect in mind. And good for
you as the more that states embrace the need to build mental health hospitals with privacy and
respect in mind, the more our country can move away from our past treatment of individuals
with serious mental illness. Kudos to you to help lead the way.

Also important is the fact that Vermont does not have a forensic, stand-alone hospital to
manage the care for persons that are found, by the courts, to be Incompetent to Proceed to
Trial (ITP) or Not Guilty by Reason of Mental lliness (NGRI). This nomenclature varies among
states but, the fact is, that your new hospital will be mixing these forensically involved
individuals with your non-legally involved individuals with mental iliness.

You are the first state | have known that mixes these populations. | think that this is risky for
Vermont, as clients found to be ITP or NGRI are essentially the Department of Corrections’
clients and are widely, in other states, believed to be a significant risk to your other hospital
clients who are not legally involved.

In Delaware, we have a stand-alone unit for up to 40 of these clients. From my experience here,
and in FL, probably 60% of these forensically involved individuals are fine. It is the other 40% of
these clients who can pose a real risk to your other clients and your staff. And the expectation
that you serve them together, with regular Vermont citizens who are just ill, is of concern to me
also.

Your lack of any Security Staff, in your overall staff mix is troubling to me. My hospital in DE is
only 115 beds now. Forty of these beds are forensic in a stand-alone unit. | have only has 1-2
Security Staff, per shift on the civil side But they perform a very important function in terms of
perimeter security and a uniform when sometimes that is needed. But we also have another set
of security corrections officers on the Forensic Unit due to the assumed dangerousness of only a
few of these clients.

Finally, this new staffing pattern should greatly reduce your use of overtime and mandation.
But, to be sure that this happens you will need to have collected baseline data on the use of OT
and Mandation in your old hospital to compare with your new hospital. And one of your leaders
will need to be assigned to your staffing office so you can be very comfortable about who is
making staffing decisions and calling people in. This latter function is where many state hospitals
Jose control as they do not monitor these decisions and leave these decisions to pretty low level
staff. This information should go into your state and facility-wide Performance improvement
Activities so that someone is monitoring your use of staff at this hospital and your outcomes



Recommendations

1. You will need time, at least a year, to move into this new facility and train your VSH staff on
their responsibilities in working in this new facility. You will also need time to settle the persons
that you are serving into this new setting. | have experience in moving 350 persons, from an old
and decrepit hospital to a new one. That was a great success but a number of events need to
occur in this process.

2. | expect that once you, and your staff, moves into this new facility you will be able to analyze
your real staffing needs in a way that is not possible currently. And would again suggest that you
analyze these needs by assuring that lead staff spend time on these two units for the next year.
If lead staff do not spend time on these units you will never really know what is needed.

3. | would suggest since this move in imminent, that you provide the legislature a report on your
experiences in running this new VT Psychiatric Care Hospital by next January 2015.

4. | would suggest that you monitor the use of overtime and mandation, from baseline, to your
move into this new hospital. These outcome data points should decline, from baseline. If they
do not something is wrong. Starting with your staffing office and who is making these decisions
to call people in.

5. lalso suggest that, once you new hospital is stabilized, that you again get your new VSH staff
educated on the Six Core Strategies for Reducing Violence and the Use of SR in MH Settings. And
on best care and treatment of people admitted to hospitals so that they do not stay very long.
Does not need to include me. | have colleagues that also do this work to train on this evidence-
based practice.
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APNA Position Statement

. Psychiatric Units

APNA Position Statement' Stafﬁng Inpatient

Introduction

-1n 2004 there were 1.8 million admissions to general hos-
_ pitals for mental health and substance abuse issues
(AHRQ, 2007). On the basis of admission criferia, these
patients are among the sickest and most vulherable of
mentally ill individuals. Registered nurses (RNs) maintain
24-hour accountability for all aspects of inpatient care,
particularly in organizing conditions for healing, reengage-
mient with recovery, and the safety of patients and staff.
Ensuring proper RN staffing levels on inpatient
psychiatric-mental health units is vital given the increas-
ing severity of illness of hospitalized mental health
paticnts and the mewnting cvidence that nurse staffing
“levels influence outcomes. The risk for adverse outcomes
riscs as the ratio of patients to nursing staff increases.
Therefore, the American Psychiatric Nurses Association
(APNA), as the largest professional organization repre-
senting psychiatric nurses, convened a work group to make
recommendations for determining staffing needs of inpa-
tient psychiatric units that will protect the quality of care
and the safety of both patients and staff. This position
paper details the group’s findings and recommendations
based on a comprehensive review of the literature.

Discussion
Quality and safety

In the last 10 years there has been intense national inter-
cst in paticnt safety and the quality of hospital carc
(AHQR, 2006; Hughes, 2008; IOM, 2001; Page, 2004),
A parallel trajectory has established the relationship
between nurse staffing and hospital quality/safety (Kane,
Shanliyan, Mueller, Duval, & Wilt, 2007, Stunton &
Rutherford, 2004; Unruh, 2008). Industry leaders have
concluded that registered nurses are critical to the quality
of nursing care (Needleman & Hassmiller, 2009) and that
higher nusse staffing protects patients from poor .out-
comes (Blegen, Goode, Spetz, Vaughn, & Park, 2011).

This research has benefited from the growing consensus

on ingdicators of gualily that are sensitive to nussing care
and related to nursing staff levels (National Quality
Forum, 2004, 2009), Across all hospital seitings, rescarch
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is mounting that substantiates the relationship between
nurse staffing levels and specific quality indicators such
as lower rates of infection, shorter lengths of stay, and
lower rates of “failure to rescue” (Needleman et al., 2011;
Needleman, Buerhaus, Mattke, Stewart, & Zelevinsky,
2002). Although there are patient-centered indicators on
the list that span hospital specialtics, the only indicator
that has some specificity to psychiatric nursing is restraint
prevalence.

Psychiatric nurses are concerned about safety and
quality (Fetter, 2009). However, sxperts agree that there
is a “thin® amount of work in the area of psychiatric
inpatient care and nurse staffing (Clarke & Donaldson,
2008), particularly in the arca of how to mcasurc staff-
ing, isolate outcomes, and link the two variables,
Psychiatric clinicians havc forwarded sound ideas on
the elements of high-quality mental health care, -and
several apply fo inpatient freatment: patient-centered- -
ness, the experience of care, recovery practices, shared
decision making, and self~-management (Pincus, Spaeth-
Rublee, & Watkins, 2011). The Hospital-Based Inpatient
Psychiatric Services Core Measures also inform nursing
on elements of inpatient quality. Drawing upon national
frameworks for measuring staffing levels, particularly
systems using shift target levels (Needieman et al.,
2011), creates the roadmap for psychiatric mp'ment’
quality and staffing that should be useful in the future
for designing studies of staffing effectiveness on psy-
chiafric inpatient units.

Factors that influence staffing

Studies show that muliipte variables affect staffing needs
besides the number of patients. Variables include acuity
and multimorbidity, patient flow on each shift (number of
admissions, discharges, transfers, and procedures), edu-
cation and experience of RNs, nursing skill mix, nurse
workload, unit physical environment, technology, care
delivery medel, and finances, These factors influence
outcomes for patients, staff, and hospitals.

Acmty Aligning staffing based on patient necds and
acuity is an important consideration for risk mltlg’ltlon
and safety on the unit (Delaney & Johnson, 2006). Patjent
acuity is determined at the vnit level by cvaluating the
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patient’s stafus against defined criteria or patient attri-
butes—factors that have historically required higher or
lower levels of care. The impact of patient acuity on staff-
ing needs also varies according to unit flow (admissions
and discharges), unit location, and unit function. Patient
acuity is not static but must be reevaluated routinely
throughout the shift to ensure that staffing is appropriate
to meet the needs of the patient population.

Recognizing the growing impact of patient acuity on
adequate staffing, many organizations have used Medicare’s
case mix index (average diagnosis-related group relative
weight for that hospital) to assist in predicting patient
acuity. Unfortunately, case mix index is more medically
focused and docs not provide an accurate depiction of
nursing care needs for each patient or aggregate, The use
of nursing intensity weights likely provides a clearer pic-
ture of nursing care needs but is not yet a nationally
‘accepted standard for determining acuity-based staffing
needs (Mark & Harless, 2011).

In an cnvironment with increascd regulatory demands,
nursing is challenged with balancing current staffing imod-
cls, acuity tools for cffectivencss, and guality patient out-
comes, To date, there is no standardized acuity tool available
for behavioral health units. Though they have added core
measures for screening for suicide and risk of violencs,
nursing managers and researchers have relied on using
Medicare case mix index or adapting acuity instruments
similar fo those used on medical units (Grantham, 2010;
Mark & Harless, 2011). The American Nurses Credentialing
Center (ANCC) Magnet Recognition program has devel-
oped a framework emphasizing the importance of empow-
ering nurses to practice autonomously in a shared governance
model (ANCC, 2011). The lack of an acuity measure that
accurately depicts psychiatric nursing care needs according
to patient acuity hampers the work of staff nurses, particu-
larly in meeting their responsibility to adapt care based on
the acuity of their patient.

However, adjusting staffing for patients with varying
severity of symptoms is critical to safety and quality out-
comes. Staffing must be flexible to match staff compe-
tence with patient needs.

Multimorbidity. Another patient characteristic that
affects staffing needs is comorbidity or multimorbidity.
Collectively, available evidence suggests that patients on
psychiatric units have multiple and complex physical and
mental health problems that require the atfention of an
RN (Druss & Reisinger Walker, 2011; Kronick, Bella, &
Gilmer, 2009; Safford, Allison, & Kiefe, 2007; Valderas,
Starfield, Sibbald, Salisbury, & Roland, 2009). A main
determinant of patient outcomes from psychiatric hospi-
talizations is the type of patient who is admitted and the
type of psychiatric facility that clelivers the care (Cromwell
& Maier, 2006). In 2002, 1.6 million Americans aged 18
years and older were hospitalized for a psychiatric condi-
tion, for a tofal of 2.2 million psychiatric admissions

s from jap.

- (OAS, 2005; National Center for Health Statistics, 20006).

These are predominately older individuals, Four of five
individuals had previously been admitted, and one in
eight had 11 prior hospitalizations to psychiatric facilities
(Tries et al., 2006). Additionally, compared with the
general population, persons with severe mental illness
have a life expectancy that is 25 years less and have 1.5
to 2 times higher prevalence of diabetes, dyslipidemia,
hypertension, and obesily (Newcomer & Hennekens,
2007; Miller, Paschall, & Svendscn, 2006). Higher rates of
cigarettc smoking, alcohol and diug abuse, poor diet and
exercise habits are present in individuals who have psy-
chiatric disorders. Thus, the complexity of the psychiatric
inpatient population has greatly increased, requiring a
more holistic approach and a focus on the medical as well
as the psychological needs of the individual. The RN, by
virtue of training and 24-hour staffing, is the discipline
best equipped to provide this care on inpatient units.

The ability of psychiatric care units to provide effec-
tive hospitalizations for sick patients is critical to prevent
harm by patients to themselves or others and to treat the
acute phascs of severc mental illness and substance abuse
disorders. Continuned exploration of how nurse staffing
models affect patient outcomes can lead o positive orga-
nizational changes that result in safe and effective inpa-
tient psychiatric hospitalizations and improved patient
oufcomes.

Throughput. A recent retrospective observational study
also found that throughput, or patient flow, has an impact
on staffing effectivencss; there was an increase in paticnt
mortality when nurses handled muitiple admissions, dis-
charges, and transfers during their shift (Needleman et al,
2011). The same research also demonstrated that nurses’
ability to safely monitor patients decreased because of
high workload and Jow staffing levels; the resultant reduc-
tion in surveillance correlated with an increase of mortal-
ity ratcs (Ncedleman ct al., 2011).

In addition, high nurse workloads increase the risk and
number of reported on-the-job injuries (back injuries,
needle sticks and stress-related disability), potentially -
resulting in high levels of nurse burnout and increased
staff turnover (Clarke & Donaldson, 2008). Balancing
nursing skill, experience, and education with various
patient needs further complicates formulating acuity-

. adjusted staffing,

Financiaf, Quality and safety are of utmost concern, but
a nurse leader must also be aware of the financial impact
that a staffing mode] has on the viability of the organiza-
tion. Rescarch on the impact of staffing on financial out-
comcs is sparsc and cven sparser when the focus narrows
to psychiatric inpaticnt units. Several studies demon-
strated that a greater RN-to-patient rafio resulted in a
decreased length of stay (LOS) in medical-strgical units
{Unrah, 2008; Thungjareenkul, Cummings, & Embelton,
2007). These data suggest associations between staffing,
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quality, and financial impact on psychiatric services. If a
psychiattic unit has adequate staffing, nurses should be
able to decrease the LOS and thus shorien the wait time
of psychiatric patients in the emergency department (ED)
and in the medical units waiting fo transfer to psychiatry.
This will result in opening medical and ED beds that can
be filled with other patients, thus increasing hospital rev-
emze. In addition to revenue generation, it will result in
patients being admitied faster to more appropriate freat-
ment environments.

The relationship between staffing and downstream
financial benefits is an area that nceds further study.
Turnover is less in hospitals with a greater number of RNs
to patients (Aiken, Clarke, Sloane, Sochalski, & Silber,
2002). It is estimated that replacement of an RN can
exceed $60,000 per nurse; thus by decreasing turnover,
the cost of recruitment and retention is reduced.

Another issue is skill mix. A conumon management
strategy for cost savings is to deskill the workforce, The
rationalc for this strategy is that nurscs arc morc cxpensive
and less available for hire than are mental health workers
or mental health technicians. These decisions are not based
on empirical indicators of quality and safety and are not
supported by research, Higher numbers of RNs have been
shown to decrease adverse outcomes in patients, decrease

, LOS, and reduce staff injuries and patient injuries, all of
which result in costs savings for hospitals.

Technology. Psychiatric hospital enviromments are
becoming increasingly complex. Multitasking is com-
mon practice as staff RNs attemnpt to meet the day-to-day
workload demands and expectations to deliver safe, high-
quality patient care. In a study of more than 200 medical-
surgical patient care units across the country, direct-care
RNs identlfied 327 workflow issues and 766 unique pro-
cosses as part of nursing care delivery (Bolton, Gassert, &
Cipriano, 2008). These represented eight major workflow

catcgorics: admission-discharge-transfer (ADT), commu- -

nication, care delivery, medication, documentation, patient
movement, management of supplies and equipment, and
care coordination (Bolton et al., 2008). These authors
contend that implementation of appropriate and well-
designed health information technologies (IT), such as
the electronic health record (EHR), can help streamline
complex and redundant mirsing workflow processes that
will ultimately transform nursing care delivery and alle-
viate some nurse staffing and workload issues in the inpa-
tient setting. However, only 56 (approximately 1%) of
more than 5,000 U.S. hospitals that operate in paperless
environments have achieved best-practice designation for
implementation of the EHR (Healthcare Information and
Management Systems Socicty, 2011). California hospi-
tals in various slages of EHR implementation, report
nursing cate hours had actnally increased by 16% to 19%
in the advanced stages of implementation (Furukawa,
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Raghu, & Shao, 2010). Although health policy makers
and health IT expersts promeote the widespread adoption of
EHR because of its potential benefits to improve the delivery
of health services and overall quality of care (Blumenthal
et al., 2008), it is imperative that hospital and psychiatric
nurse administrators also value a health IT gystem that
supports nursing carc delivery, Simply put, if the EHR
does not work for the nurses who provide patient care, it
will not wotk for the palients (American Nurses Associa-
tion, 2011, April). As the development of these systems
moves forward, their impact on staffing, particularly
increases in nursing workflow, must be considered.

Staffing plans

To ensure the provision of safe and high quality care,
direct-care nurses and nurse leadership must collaborate
on the development of a staffing plan. Research indicates
that to reduce the frequency of negative events and/or
patient mortality, these plans must be both comprehen-
sive and flexible in setting staffing levels at the bedside
(Mark & Harless, 2011; Needleman ot al., 2011). When
nurse leaders are developing their staffing model, they
st carefully examine multiple factors in order to atrive
at the appropriate staffing levels for their unit or hospital
(see Appendix A). These factors include variables in
patients (severity of iliness, comorbidity, homogeneity
of population), throughput, staff variables (educational
level, experience, skill mix), and hospital factors (tech-
nology, unit design, unit age). In addition, the nurse
architects of thc plan must incorporate shift-to-shift
variables such as number of admissions, discharges, and
transfers. Balancing these variables in a staffing plan
with known quality measurcs makes establishing any
standard staffing ratio difficult.

Typically, a nurse staffing plan is used as the founda-
tion for determining staffing nceds. This is often devel-
aped annually, coinciding with the organization's budget
planning process. Staff-to-patient ratios have long been
utilized to establish staffing plans at the organizational
level. “Nurse staffing productivity” is often measured in
nursing hours per patient day. Hours per patient day
(HPPD) cannot readily be used to accurately determine
nurse-to-patient ratios as this measwre typically reflects
the average staffing across a 24-hour period. Using HPPD
formulas is flawed, because factors such as staff mix (RN
versus non-RN), staff competence, mix of overtime ver-
sus regular hours, and fluctuations in the patient eensus
are not included in the calcuvlations of this number.
Additionally, not all productive nurging hours arc spont
providing direct care. Nurses may be cngaged in activi-
tics such as education, administration, and quality assur-
ance. Measuring HPPD willlikely result in overestimation
of the actual amount of bedside care (AHRQ, 2007).

b.com by guest on Apifl 8, 2012




APNA Position Statement

19

What is known about nurse staffing planning comes
from studies of medical-surgical nurses in general hospi-
tals. These studies show that factors affecting nurse staff-
ing levels include patient acuity, diagnosis, and age. Also,
the skill mix of nurses and nurse’s aides, level of nurses’

education, and experience level of nurses are influential. .

Additional factors that have an impact on staffing effec-
tiveness in psychiatric scttings include the quality of sup-
port by administration for the practice -of nursing and
certain types of hospital characteristics such as teaching,
technology utilized, and number of beds. Research on

- medical-surgical nurse-to-patient staffing ratios demon-
strates that better nurse staffing yiclds better patient outcomes,
including fewer deaths, Researchers have acknowledged,
however, that these are often difficult data to inferpret on'the
level of a staff ratio system (Donaldson & Shapiro, 2010;
Lang, Hodge, Olson, Romano, & Kravitz, 2004).

There is very little rescarch on nursing staffing levels for
psychiatric units, Researchers who have investigated the
relationship between staffing numbers and cffectiveness/
patient outcomes on inpatient psychiatric units have con-
cluded that the nuimncrous variables influence any associa-
tion of staffing-patient outcome (Coleman & Paul, 2001;
Cromwell & Maier, 2006).

Conclusion

Multiple, complex factors influence safe staffing levels
and must be congsidered when psychiatric-mental health
nurses initiate and implement a comprehensive staffing
plan. It is the position of APNA that the likelihood of
adverse outcomes increases with an increase in the num-
ber of patients assigned {o each nurse. With support for
the role of RNs and acknowledginent that clinical out-
comes arc related to nurse staffing, we propose that the
following reconunendations be enacted for the quality
and safety of carc on psychiatric inpaticnt units:

1. Each hospital should establish a staffing commit-
tee respongible for developing, implementing,
and evaluating a safe staffing plan that incor-
porates specific factors for ensuring quality and
safety of care. The committee will have represen-
tation from direct-care RNs and nursing adminis-
frative staff,

2. For quality and safety, staffing plans will consider
the nuiltiple variables that affect staffing needs,
such as psychiatric patient complexity, nurs-
ing education, nursing skill mix, physical envi-
ronment, recovery principles, and the impact
of technology in use. The staffing plan should
allow for shifi-to-shift flexible adjustments, typi-
cally based on acuity factors, or as measured by

admissions, discharges, transfers, comorbidity of
illness, and patient care complexity. :

3. Specific quality and safely indicators will be
utilized in the cvaluation of the staffing plan.
Hospitals may choose fo use indicators such as
medication errors, patient injury rates, staff inju-
rics rates, seclusion and restraing rates, workers’
compensation rates, staff recruitmentiretention
and staff satisfaction.

4. The methods used to cstablish safe staffing
will be transparent (shared with all nursés in
an understandable manner) and will reflect the
staffing plan criteria for ongoing evaluation of
whether a-safe and high-quality patient experi-
ence is being maintained. Both the staffing plan
and the evaluation of the plan will be made
available to nursing staff.

5.Each hospital will put in place a process for
examining staffing concerns that arise in the
course of unit operations. Any actions from the
examination process should be quickly enacted

to cnsurc that safety and quality of carc are.

maintained at all times.

6. Registered nurses should be trained to evaluate
unit operations in line with identified quality
meastres as well as with data that assess organi-
zational culture, such as the National Database
of Nursing Quality Indicators (NDNQI) of the
National Center for Nursing Quality (NCNQ).

7. Nurse-sensitive indicators, for usc in defining
and measuring the quality and safety of patient
care, need to be developed further for psychi-
atric musing. APNA should work with organi-
zations such as NCNQ, the National Quality
Forum, and AHRQ 1o defermine these specific
indicators and to disseminate innovative models
for cffcctive and safc staffing.

. 3 v * . -
8.In conjunction with other national organiza-

tions and with nurse researchers, APNA should
pursue studies that focus expressly on psychiat-
ric units and hospitals. In this way, psychiatric
nutse staffing can be evaluated in a manner that
is well represented and on equal measure with
staffing models in other hospital settings.

9, APNA will establish & work group to research
the availability of a standardized acuity too] that
can be modified, if needed, and implemented
across psychiatric inpatient units.

10, As leaders and direct-care providers, psychi-
afric RNs should be acknowledged as integral
paitners in the institution and be authorized to
develop policics on quality and safety of patient
care, :
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Appendix

Factors Affecting
Staffing Plans

Patient Characteristics
{Acuity, Diagnoses, Comorbid Complications)

Patient Flow
(Admissions, Dischargss, Procedures)

RN Qualifications
{Experlence, Education)

Skifl Mix
(RN, LPN, Nonlicensed Personnal) ~

Physical Environment
{Layout, Deslgn, Age)

Technology
{EMR, CPOE, Bar Code Scanning)

Care Delivery Model

Finances __J

Note: RN = registered nwrse; LPN = licensed
practical nurse; EMR = electronic medical
record; CPOE = compulerized physician order
entry; ED = emergency department, ]

Qutcome Measures

Patient Outcomes

+ Adverse events

» Satisfaction

» Seclusion and Resiraint
» Assaults

+ Medication Errors

+ Falls

Hospital Outcomes

Staﬁlng P’an ~ + Financial Costs

+ Throughput
+ ED Walt Time for Psychiatric Palients

- Staff Outcomes
* Recruitment
*» Retention
» Satisfaction
*» Turnover
* Injuries

Acknowledgment

APNA Staffing Task Force: Avni Cirpili, MSN, RN (Co-Chair);
Amne Kelly, RN (Co-Chair); Tina Aown, MSN, RN-BC,
CNML; Kathleen Delancy, PhD, PMH-NP, FAAN; Jolic
Gordon-Browar MSN, RN-BC, PMH; Nancy P, Hanrahan,
PhD, RN, FAAN; Jeannine Loucks, MSN, RN-BC; Rence
John Repigue, MS, RN, NEA-BC.

- Declaration of Conflicting Interests

The anthor(s) declared no potential conflicts of inferest with
respect to the research, authorship, and/or publication of this
article.

Funding

The author(s) received no financial support for the research,
anthorship, and/or publication of this article.

References

- Agency for Health Care Research and Quality (2007). Care of
adults with mental health and substance

abuse disorders in US Community Hospitals, 2004 HCUP Fact
Book #10, 2007. Available at www.ahrq.gov/data/hcup/
factbk 10/pdf

Aiken, L, Clatke, S., Sloane, D.. Sochalski, J., & Silber, J.
(2002). Hospital nurse staffing and patient mostality, nurse
bumnout, and job dissatisfaction. Journal of the American
Medical Association, 288. 1987-1993.

American Nurses Association. (April 2011). CNPE Draft posi-
tion statement (04-25-2011): Nurses’ involvement with the
EHR: Advocating patient safety. Available at hitp/www
nursingworld.org/Draft-Position-Nurses-Involvement-
EHR

Amcrican Nurses Credentialing Center. (2011). Program over-
view. Retrieved from http:/fwww.nursecredentialing,org/
Magnet/ProgramOvesview.aspx B

Blegen, M., Goode, C., Spetz, J., Vaughn, T, & Park, 8, (2011).
Nurse staffing cffects on patient outcomes. Medical Care,
49, 406-414.

Bolton, L., Gassert, C. & Cipriano, P. (2008). Smart fechnology,
enduring solutions; Technology sclutions make musing care
safer and morc cfficient. Journal of Hlealtheare Information
Management, 22, 24-30.

Dowmioades from jap.asgepub.com by guest on April 6, 2012



APNA Position Statement

21

Blumenthal, D., DesRoches. C., Donelan, K., Ferris, T., Jha, A.,
Kaushal, R.,Foubister, V. (2008). Health information tech-
nology in the United States, 2008: Where we stand. Princeton,

NI: Robert Wood Johnston Foundation. Retricved from http://

www.rwif.org/filesfresearch/062 508, hit xsummary.pdf

Clarke, S., & Donaldson, N. (2008), Nurse staffing and patient
care quality andsafety. In Hughes, R. G. (Ed.). Patient safety
and guality: An evidence-based handbook for nurses (AHRQ
PublicationNo. 08-0043,Chapter25).Rockville, MD: Agency
for Healthcare Research and Quality. Retrieved from http://
www.ahrq.gov/qual/nurseshdbk/ _ _

Coleman, J. C., & Paul, G. L. (2001). Relationship of staffing
ratios and cffectiveness of inpationt psychiatric units. Psy-
chiatric Services, 52, 1374-1379.

Cromwell, J., & Maier, J. (2006). Economic grand ronnds: Vari-
ation in staffing and activities in psychiatric inpatient units,
Psychiatric Services, 57, 712-774.

Delaney, K. R., & Johnson, M. E. (2006). Keeping the unit safe:

' Mapping psychiatric nursing skills. Jowrnal of the Ainerican
Psychiatric Nurses Association, 12,198-207.

Donaldson, N., & Shapire, S. (2010). Impact of California man-
dated acute care hospital nurse staff ratios: A literature syn-
thesis. Policy. Politics and Nursing, 1, 184-20].

Druss, B. G., & Reisinger Walker, E. (2011). Synthesis Proj-
cet: Mental and medical comorbidity. Refrieved from www
.policysynthesis.org .

Iries, B.E.,Mozris, J. N, Hirdes, J. P, Rabinowitz, T., Schmorrow, A,

. & Rosenberg. A. L. (2006). Final report: Design, development,

and implementation of a prospeciive payment system for inpa-

tient psychiatric hospitals and exempt wnits. Rockville, MD:

University of Michigan Institute of Gerontology.

. Furykawa, M. F,, Raghu, T, 8,, and Shao, B. B. M. (2010). Elec-

tronic medical records, murse staffing, and nurse-sensitive

- patient outcomes: Bvidence from California hospitals,
1998-2007. Health Services Research, 45(4), 941-962.

Grantham, D. (2010). Psych hospitals adopt core measures, -

Behavioral Healtheare, 30(8), 24-29,

Healthcare Information and Management Systems Society.-

(2011). Stage 7 hospitals: Validated by HIMSS Analyt-
ics. Retrieved from http://www.himssanalytics.org/he_
providers/stage7Hospitals.asp

Hughes, R. G. (Bd.). (2008). Patient safety and quality: An
evidence-based handbook for nurses (AHRQ Publica-
tion No. 08-0043). Rockville, MD: Agency for Healthcare
Research and Quality, Retricved from hitp:/www.abrq.gov/
qualnurseshdbk/

Institute of Medicine. (2001). Crossing the quality chasm: A
-now health care system for the 219 century, Washington,
DC: National Academics Press.

Kane, R. L., Shamliyan, T., Muelles, C., Duval, 8., & Wili-, TL
(2007). Nurse staffing and quality of patient care (AHRQ
Publication No. 07-E005). Rockville, MD: Agency for

D d from Jap.

Healtheare Research and Quality. Retrieved from htip://
www.ahrq.gov/qual/nurseshdbk/

Kronick, R.'G., Bella, M., & Gilmer, T. P. (2009). The faces
of Medicaid 1 Refining the portrait of people with mnl-
tiple chronic conditions. Washington, DC: Center for Health
Care Strategies;

Lang, T., Hodge, M., Olson, V., Romano, P., & Kravitz, R.
{2004). Nurse-patient rations: A systematic review of the
effects of nurse staffing on patient, nurse employee and
hospital outcomes. Journal of Nursing Administration, 34,
326-337.

" Mark, B., & Hadess, D. (2011). Adjusting for patient acuity in

measwement of nurse staffing: Two approaches. Nursing
Research, 60(2), 107-114. .

Miller, B., Paschall, C., & Svendsen, D. (2006). Mortality and
medical comorbidity among patients with scrious mental
illness. Psychialric Services, 57, 1482-1487.

Nationa) Center for Health Statistics. (2006). Health, United
States. 2006. Hyatisville, MD: Author.

National Quality Forum. (2004). National voluntary consensus
standards for murse-sensitive care: An initial performance
measure sel (Final repory). Retrieved from hitp:/forww.
qualityforum.org/Projects/n-1/Nursing-Sensitive_Care_nitial
_Measures/Nursing_Sensitive_Care__Initial Measwres.aspx

National Quality Forum. (2009). National voluniaiy consen-
sus standards Jor nuyse-sensitive care performance measure
set maintenance. Rettieved from hitp://www.qualityforum.
org/Projects/s-z/Tracking_Nursing-Sensitive_Care_Consen-
sus_Standards_{2007)/National_Voluntary_Conscnsus_
Standards_for_Nursing_Sensitive_Care_Performance

. _Measure_Set_Maintenance.aspx

Needleman, J., Buerhaus, P, Mattke, S., Stewart; M., &
Zelevinsky, K. (2002). Nurse-staffing Jevels and the quality
of care in hospitals. New England Journal of Medicine, 346,
1715-1722,

Needleman, J., Buerhasus, P, Pawkratz, S., Leibson, C. L.,
Sievens, 8. R., & Hamis, M, (2011). Norse staffing and
inpatient hospital mortality. New England Journal of Medi-
cine, 364, 1037-1045. '

Needleman, )., & Hassmiller, S. (2009). The rale of nurse in
improving hospital quality and efficiency: Real world
results. Health Affairs, 28, w625-w633. :

Newcomet, J., & Hennekens, C. (2007). Severe mental illness
and risk of cardiovascular discase. Journeal of the American
Medical Association, 298, 1794-1796.,

Page, A. (Ed.). (2004). Keeping patients safe: Transforming
the work environment of nwrses. Washington, RC: Com-
mittee on the Work Bnvironment for Nurses and Patient
Safety, Board on Health Care Services, Institute of Medi-
cine of the National Academies, National Academies Press,
Retrieved from hitp://www.nap.edw/openbook.php?record
id=10851&page=R1# -

com by guest on April 6, 2012



22

Journal of the American Psychiatric Nurses Association 18(1)

Pincus, H. A., Spaeth-Rublee, B., & Watkins, K. E, (2011). The
case for measuring quality in mental health and substance
wse care. Health Affairs, 30, 730-736,

Safford, M. M., Allison, J. 1., & Kiefe, C. 1. (2007). Patient com- '

plexity: More than comorbidity, The Vector Model of Com-
plexity. Journal of General Internal Medicine, 22(suppl 3),
382-390. )

Stanton, M., & Rutherford, M. (2004). Nurse staffing and gual-
ity of patient care (research in Action: Issues 14. AHRQ
Publication No. 04-0029). Rockville, MD: Agency for
Healthcare Research and Quality. Retrieved from http://
www.ahrq.gov/research/nursestaffing/nursestaff.pdf

Thingjaroenkul, P, Cummings, G., & Embeiton, A. (2007).
The impac} of nurse staffing on hospital costs and patient
length of stay: A systemalic review. Mursing Economics, 25,
255-265.

[»} from Jap.

.Unruh, L. (2008). Nurse staffing: Patient, nurse and financial

_outcomes. American Journal of Nursing, 108, 62-70.

U.S. Department of Health and Human Services, Substance
Abusc and Mental Health Scrvices Administration, Office
of Applied Studies. (2005). 2005 State estimates of sub-
stance use and menial health: 6. Mental health. Retricved
from hitp://www.oas.semhsa.gov/2k58tate/ch6.him

Valdoras, 1. M., Starfield, B., Sibbald, B., Salisbury, C, &
Roland, M. (2009). Defining comorbidity: Implications for
understanding health and health services. Annals of Family
Medicine, 7(4), 357-363. ‘

Wier, LM, Levit X, Stranges E, Ryan K, Pfintner A., Vandivort R
etal. (2010). HCUP Facts and Figures: Stafistics on Hospital-

" based Care in the United Siates, 2008, Rockville, MD: Agency
for Healtheare Research and Quality. Retrieved on September
1, 2011 from hitp://www.hcup-us,ahrq.gov/reports.jsp.

by guest on Apeit §, 2012



L

(

7~ VERMONT S

State of Vermont [phone] 802-828-2376 Jim Reardon, Commissioner

", Agency of Administration [fax] 802-828-2428

* Department of Finance & Management

\\_/’
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Montpelier, VT 05620-0201

MEMORANDUM

TO: Joint Fiscal Committee

FROM: Jim Reardor‘@ommissioner, Department of Finance and Management

DATE: 7/24/2014 _

RE: Choices for Care; Reinvestment Provisibn [2014 Act 179 Sec. E.308 and 2014 Act 95 Sec. 75a]

Sec. E.308 of 2014 Act 179 outlined the methodology for calculating “savings” in the Choices for
Care Program and several spending priorities (see attached). At the end of the 2014 Fiscal Year (FY)
the Choices for Care program had $6,347,587 ($2,761,835 General Fund (GF)) unspent. The
priorities for reinvestment of these funds are as follows and summarized in the table below:

1) The reinvestment plan presented at the close of FY 2013 included bringing funds forward
into FY 2015 to pay for moderate needs services. The total amount needed to cover these
services is $2,804,691 (81,220,321 GF). :

2) Sec E.308(a) states that “an amount equal to one-percent of the previous fiscal year total
Choices for Care expenditures to function as a reserve to be used in the event of a fiscal need -
to freeze Moderate Needs Group enrollment.” One-percent of the FY 2014 Choices for Care
expenditures equates to $1,775,144 ($772,365 GF).

3) Sec. E.308(g) requires any savings from FY 2014 to “first be allocated for expenditure
increase in the Choices for Care home- and community-based programs due to the negotiated
agreements related to independent direct care in those programs”. The additional costs due to
the negotiated agreement amount to $816,726 ($355,357).

4) Sec. E.308(g) requires that the funds “secondly be allocated for the purposes of 2014 Acts
and Resolves No0.95, Sec. 75a”. This section authorizes the Department of Disabilities,
Aging and Independent Living (DAIL) “to use up to $1,000,000 in fiscal years 2014 and
2015 on one-time investments that directly benefit eligible choices for care enrollees and
one-time investments to home- and community-based providers that are consistent with and
prioritized based on current needs analysis to meet the overall strategic goals and outcomes
of the waiver.” The remaining $951,025 ($413,791 GF) will be used for this purpose. At
this time DAIL has not granted any of these funds for expenditure.




¥Y 2014 Choices For Care Available for Reinvestment

Calculation of "savings" General Fund Gross
FY 2014 Funds Appropriated v $ 210,598,907
Less Appropriated for Acute Care Services 27,491,139
Total Long Term Care Portion of C4C ' 183,107,768
Less Long Term Care expenditures 177,514,437
Gross Dollars Remaining , $ 5,593,331
General Fund Share . $ 2,761,835

* General Fund Share is based on the actual quarterly federal match including the Money
Follows the Person enhanced match

General Fund Gross
FY14 Close Out Balance [GF] - , $ 2,761,835 $ 6,347,587
Less Reinvestments approved in the FY14 to cover .
FY15 1,220,321 2,804,691
Less 1% Contmgency ' : 772,365 1,775,144
Less Costs of the Direct Care Workers 355,357 816,726
Remaining Balance for One time Investments $ 413,791  $ 951,026 ( Y

**Gross amounts are based the FY15 blended State Share Match Rate (43.51%); the $6. 3M
total available is based on General Fund amount carried forward from FY14
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gross income for the Healthy Vermonters and VPharm programs is not

operational by that date, but no later than December 31, 2644 2015.

Sec. E.308 CHOICES FOR CARE; SAVINGS, REINVESTMENTS, AND
SYSTEM ASSESSMENT

(a) In the Choices for Care program, “‘savings” means the difference

remaining at the conclusion of the fiscal vear between the annual amount of

funds appropriated for Choices for Care, excluding allocations for the

provision of acute care services, and the sum of expended and obligated funds

less an amount equal to one-percent of the previous fiscal vear total Choices

for Care expenditure to function as a reserve to be used in the event of a fiscal

need to freeze Moderate Needs Group enrollment. Savings shall be calculated

by the Department of Disabilities, Aging, and Independent Living and reported

to the Joint Fiscal Office.

(1) It is the intent of the General Assembly that the Department of

Disabilities, Aging, and Independent Living only obligate funds for

expenditures approved under current law.

(b)(1) Any funds appropriated for long-term care under the Choices for

Care program shall be used for long-term services and supports to recipients.

In using these funds, the Department of Disabilities, Aging, and Independent

Living shall give priority for services to individuals assessed as having high

and highest needs and meeting the terms and conditions of the Choices for

Care waiver.

VT LEG #301145 v.1
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{(2)(A) First priority for the use of any savings from the long-term care

appropriation after the needs of all individuals meeting the terms and

conditions of the waiver have been met shall be given to home- and

community-based services. Savings may also be used for quality improvement

purposes in nursing homes but shall not be used to increase nursing home rates

under 33 V.S.A. § 905.

(B) Savings either shall be one-time investments or shall be used in

ways that are sustainable into the future. Excluding appropriations allocated

for acute services, any unexpended and unobligated State General Fund or

Special Fund appropriation remaining at the close of a fiscal year shall be

carried over to the next fiscal year.

(C) The Department of Disabilities, Aging, and Independent Living

shall not reduce the base funding needed in a subsequent ﬁscal year prior to

calculating savings for the current fiscal vear.

(c) The Department, in collaboration with Choices for Care participants,

participants’ families, and long-term care providers, shall conduct an annual

assessment of the adequacy of the provider system for delivery of home- and

community-based services and nursing home services. On or before October 1

of each vear, the Department of Disabilities, Aging, and Independent Living

shall report the results of this assessment to the House Committees on

Appropriations and on Human Services and the Senate Committees on

VT LEG #301145 v.1
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Appropriations and on Health and Welfare in order to inform the reinvestment

of savings during the budget adjustment process.

(d) On or before January 15 of each vear, the Department of Disabilities, -

Aging. and Independent Living shall propose reinvestment of the savings

calculated pursuant to this section to the General Assembly as part of the

Departinent’s proposed budget adjustment presentation.

(e) Concurrent with the procedures set forth in 32 V.S.A. § 305a, the Joint

Fiscal Office and the Secretary of Administration shall provide to the

Emergency Board their respective estimates of caseloads and expenditures for

programs under the Choices for Care Medicaid Section 1115 waiver.

(f) 2013 Acts and Resolves No. 50, Sec. E.308 shall be repealed effective

on passage of this act.

(g) Beginning on July 1, 2014, notwithstanding subdivision (b)(2)(A) of

this section, reinvestment funds in fiscal year 2015 resulting from savings

identified at the close of fiscal year 2014 in the Choices for Care program shall

first be allocated for expenditure increase in the Choices for Care home- and

community-based programs due to negotiated agreements related to

independent direct care in those programs and secondly be allocated for the

purposes of 2014 Acts and Resolves No. 95, Sec.75a.

Sec. E.312 Health — public health

(a)_AIDS/HIV funding:

VT LEG#301145 v.1
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Sec. 74. 2013 Acts and Resolves No. 50, Sec. E.235 is amended to read:

Sec. E.235 Enhanced 9-1-1 Board

(a) Up to $75;060 $175.000 of the funds appropriated in Sec. B.235 of this
act shall be used to ensure that en-er-beforeJanuary 152014 the Enhanced
911 Board, in coordination with the Secretary of Education, shall provide
technical aésistance and guidance to school districts to comply with the

requirement in 30 V.S.A. § 7057 that accurate location information is

associated with each landline telephone installed in a school. The-General

Sec. 75. 2013 Acts and Resolves No. 50, Sec. E.301(b) is amended to read:
~(b) In addition to the state funds appropriated in this section, a total

estimated sum of $27761:422 $28.099.487 is anticipated to be certified as

state matching funds under the Global Commitment as follows:

k sk ok

(5) $2:186;798 $2.524.863 certified state match available from local

designated mental health and developmental services agencies for eligible
mental health services provided under Global Commitment.

Sec. 75a. CHOICES FOR CARE; REINVESTMENT

(a) Ofthe Choices for Care funds available for reinvestment in fiscal year

2014, the Department of Disabilities, Aging, and Independent Living is

authorized to use up to $1,000,000 in fiscal years 2014 and 2015 on one-time

VT LEG #297166 v.1
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investments that directly benefit eligible choices for care enrollees and

one-time investments to home- and community-based providers that are

consistent with and prioritized based on current needs analysis to meet the

overall strategic goals and outcomes of the waiver. This authorization is in

addition to the reinvestment plan submitted by the Department as submitted to

the Committees on Appropriations in January 2014. The General Fund portion

of this amount is $435.600 which may be transferred to other Department

appropriations as needed to meet the objectives of this section. The

Department shall report to the Joint Fiscal Committee in July 2014 regarding

this provision.
Sec. 76. 2013 Acts and Resolves No. 50, Sec. E.314.5 is amended to read:

Sec. E.314.5 RATE INCREASE

commensurate-inerease-in-compensationfor-direst-care-workers: Designated

agencies and specialized service agencies shall provide an increase in

compensation for direct care workers that is in proportion to the Medicaid rate

increase. Each designated and specialized service agency shall report to the

Agency of Human Services how it has complied with this provision.

VT LEG #297166 v.1
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Agency of Administration : [fax] 802-828-2428

Department of Finance & Management

Pavilion Office Building

109 State Street
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MEMORANDUM

TO: Joint Fiscal Committee and Emergency Board Members

FROM: Jim Reardonf\Commissioner, Department of Finance & Management
DATE: July 24,2014

RE: FY 2014 General Fund Revenue Performance

Now that we have closed and reconciled the General Fund for FY 2014, we have determined that
revenues underperformed the forecasted amount for the year. The underperformance was primarily
in the area of personal income taxes. The shortfall was offset by additional transfers from non-
General Fund sources, such as special funds within the Department of Financial Regulation. These
transfers and the allocation of the estate tax per 2014 Act 179 Sec. C.106.3, resulted in a General
Fund balance at the end of FY 2014 of $0, and a $5 million balance in the General Fund Reserve
going into FY 2015. The state and legislative economists have assessed the implications of this
result and other economic changes and have adjusted targets in FY 2015 and beyond accordingly.
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FY14 GF Cldse out ' As Passed 1,328,375 Consensus JFO - F&M 7/24/2014
Expectation Prelim 7/18/14

© o N O

. _ . FY14 FY14 Actual Diff
1 Current Law Revenue - Forecast 1,332.6 1,316.7 (15.90) excludes amt estate tax >125% of forecast $11.64
2 SOS Redirect '14 ' (3.99) 0.00 3.99 adj reflected in collections to date total ‘
3 TéX Data Warehouse 20% 0.32 , 0.70 ~ 0.38 transfer came in higher than estimate
4 Latchis Arts tax credit value 0.088 0.00 (0.088) adj reflected in coliections to date total
5 Subtotal forecast revenue 1,329.0 1,317.4 (11.8) ,
Other GF Revenue
PTT Redirect 4.01 2.81 (1.20) PTT receipts thru yr end
VEDA (H.891) _ . : (0.05) (0.70) (0.65) loan write off higher than expected
Direct Applications & Reversions 47.8 52.28 4.5 DFR receipts up $4.8m/ SoS down $200k
Subtotal other revenue (dir app, reverts etc) 57.2 59.9 2.7 -
10 Total Revenue: © 1,386.3 1,377.3 (8.97) GF Year End Gap
M FY14 Unallocated Rainy Day Funds avail. ~ 3.57 3.57 From Rainy Day
(5.39) Remaining Gap
12 |FY14 Estate Tax >125% ' 11,64 amt avail > 125%
13 GF - avoid Stablization Rsrv use  (5.39) per 16 VSA § 2885(a)(2) 5.39 From Estate >125% to avoid Stabilization reserve
14 To AHEC Loans $1m  (1.00) persec. c106.3
15 To GF Rainy Day up to $5m  (5.00) per sec. c106.3
16 To Higher Ed Trust Fund  (0.25) persec. c106.3
17 ~ ' 0.00
: Stablization Reserve
18 FY13 balance 62.50
19 Required @ close of FY14  3.66
20 ' Needed to Close '14  0.00 0.00 Remaining Gap
21 Balance 66.16
Rainy Day Fund
.22 ' Balance  5.00

VT LEG #301455 v.1



FY15 GF July 14 Updated Revenue - Budget Gap As Passed Update
Jan-May 14 July 14
FY14 Actual FY15 FY15 Diff
1 Current Law Revenue - Forecast 1328.4 1396.7 1367.9 (28.80) -2.1%
2 2014 Session Changes n/a 0.69 0.00 {0.69) now in July forecast - see box for detail
Other GF Revenue
3 Tax Data Warehouse 20% 0.70 0.87 0.87 0.00
4 PTT Redirect 2.81 5.07 3.28 {(1.79) PTT receipts thru yr end
5 VEDA (H.891) (0.70) (0.05) (0.05) 0.00
6 Direct Applications & Reversions ('14 incl St Albans) 57.5 44 .4 44 .43 0.00
7 Total Revenue: 1,388.7 1,447.7 1,416.4 (31.28) -2.2%
8 Sec. 1103 - As Passed Budget Savings Target (1.50)
9 Revenue Gap + As Passed Budget Savings (32.78)
FY15 Gaps in Other Funds
Transportation Fund (2.40) (note TIB downgraded by $500k in addition)
Education Fund (2.50)
State Health Care Resources Fund (3.96)
| 1500 P S — S
GF Forecast Revenue (millions) -
FY15 GF Rev. Changes in 2014 Session ,
Top 100 Deliq. Taxpayers 0.75 Lamq R = "l;iull ;4
Use Tax Table 0.08% to 0.1% 0.30 ' '
Downtown Tax Credit (0.25) 1380 S ——
R&D tax credit (0.20)
Contractor Sales 0.07 1200
Compost (0.06)
Telecomm 0.08 1100
0.69 | FY12 FY13 FY14 FY15 FY16

VT LEG #301795 v.1
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v Kavet, Rockler & Associates, LLC
985 Grandview Road

Williamstown, Vermont 05679-9003 U.SA.

Telephone: 802-433-1360

Fax: 866-433-1360

Cellular. 802-433-1111

E-Mail: tek@kavet.net
Website: www.kavetrockler.com

A
Memorandum

To: Steve Klein, Chief Fiscal Officer, Joint Fiscal Office, Joint Fiscal Commitiee

From: Tom Kavet

ccC: Sara Teachout

Date: July 16, 2014

Re: VEPC/VEGI Fiscal Cost-Benefit Model Update

Per the attached memo to VEPC Executive Director, Fred Kenney, from Economic & Policy
Resources, Inc. (EPR), consultant to the Agency of Commerce and Community Development
(ACCD) and developer of the VEGI Cost-Benefit model, | have reviewed the changes which
have been made to the Cost-Benefit model described in the memo and made modifications
to the recommendations with both EPR and ACCD staff operating the program. With these
modifications, | believe the recommended model changes to be appropriate.

The revised VEGI Cost-Benefit model, designed by the VEGI Technical Working Group
(consisting of Tax, JFO and ACCD personnel) in 2006, has generally operated well since it its
implementation. By linking award payments to promised performance and carefully
monitoring such performance at Tax, the costly flaws in the prior EAT| program have been
largely eliminated.

Independent review of technical changes such as these is important, since even seemingly
minor model adjustments can result in enormous changes in program payouts and State
costs. Although the State Auditor reviews the program every two years, advance JFC
approval of model changes is important, since significant costs can be incurred from program
changes made between audits.

This Cost-Benefit model update is the first since the operation of the model has been moved
in-house at ACCD. Previously, the model had been run by Economic & Policy Resources,
Inc. (EPR), one of the model design participants. Because of the complexity of the model,
EPR has remained as a consultant to ACCD on technical model matters. Until ACCD gains
experience in operating and maintaining the model, particular attention should be given to the
review and output generated by the model.

Please let me know if you or the Committee has any further questions regarding the
recommended model changes or any other aspect of the VEGI program.

(>



To: Fred Kenney, Executive Director, Vermont Economic Progress Council
From: Matthew L. Cooper and Jeffrey B. Carr, E.P.R.

Date: July 16, 2014

Re:  Annual Update: Fiscal Cost-Benefit Model, Calendar Year 2014

1. Background

The completion of calendar year 2013 marks the seventh full year of operations for
the Vermont Employment Growth Incentive (VEGI). VEGI is the current economic
development incentive program overseen by the Vermont Economic Progress
Council (VEPC). VEPC has provided oversight for the state’s economic
development incentive programs since 1999 when the Economic Advancement Tax
Incentive (EATI) program was passed by the Vermont General Assembly. The EATI
program was replaced by the 2006 General Assembly with the current VEGI program.
As part of the new program, a VEGI Technical Working Group - including
representation from VEPC, the Legislature and the Vermont Department of Taxes —
was formulated to monitor, assess, and evaluate the implementation of the new VEGI
program. This process was undertaken given the implementation experience with
the EATI program.

I Purpose of Memorandum

This memo is intended to document the process of the annual update of the VEGI
model for use during calendar year 2014. As is evident from current events, volatility
and change in the economy necessitates annual updates of the VEGI analytical
model in order to maintain the model’s validity. Re-calibrating these models with new
data prevents erroneous conclusions, as outdated assumptions and values of key
indicators will undoubtedly lead to over-or under-estimation of the potential economic
and fiscal impact of program incentives. As the Vermont economy continues on its
labor market recovery from the recession of 2007-2009, the new long-term economic
and fiscal consensus forecasts of the Vermont Joint Fiscal Office and the Agency of
Administration continue to form the basis of the fiscal cost-benefit model assumptions
and other parameters included in the model which apply to calendar year 2014. This
annual update of the VEG! model incorporates all of the most recent consensus
forecasts and all of the latest fiscal information available as of January 16, 2014 (e.g.
the January 2014 Legislative-Administration Consensus Revenue Forecast approved
by the Vermont Emergency Board on January 16, 2014). All of the key fiscal and
demographic data in the model which informs the conversion from economic impact

1|Page



concepts into relevant fiscal data used in the cost/benefit scorekeeping have been
updated.

As part of the annual update, a comprehensive review of model parameters, key
economic assumptions, and mathematical calculations and formulas was also
performed. Average annual industry growth rates were reviewed and discussed, and
the 2010 numbers were retained because 2013 did not represent an end of a U.S. or
Vermont business cycle.

Several years ago, the VEGI Technical Group determined that background growth
rates would be updated only when the Vermont economy (and the U.S. economy)
had completed an entire business cycle so that the background growth rates would
not include any cyclical bias (e.g. they would therefore be “cyclically-neutral”). This
falls in line with the primary mission of the annual update by employing the most
theoretically correct methodologies along with the most up to date data and
information, thereby promoting the highest degree of validity in estimates of costs and
benefits to the state economy. The economic, demographic, and fiscal data update
process was completed in the same manner as all of the previous annual updates of
the VEGI fiscal cost-benefit model completed for both the VEGI and EATI dating back
to 1999. This year also included a comprehensive internal review of all aspects of
the fiscal cost benefit model undertaken by the staff of the Agency of Commerce and
Community Development and VEPC staff. During the summer of 2014, the Agency
of Commerce and Community Development will be reviewing the background growth
calculation for future versions of the cost benefit model.

il Standard Annual Model Updates
a. Firm Data Page

The basic components of the analysis are entered into this page. This basic
information provides context to the calculations of the model, setting high-order
calibrations in order to capture such important variables as industry classification and
project location. On this page, the only edit was to change the application year from
2013 to 2014 to reflect the calendar year. As a dynamic variable, this change carried
through to the rest of the model.

b. Project Data and Modular Settings Page:

The Project Data Page is where the specifics regarding number of jobs, total payroll,
and capital investment expenditures proposed by the applicant’s project are entered.
This page also contains several statistics used in the various calculations of costs and
benefits found throughout the model. The Modular Settings Page consists of support
calculations metrics for some the data which flows through to the Project Data Page.
The following is a list of the specific items updated on these pages which are
consistent with all previous annual updates.

2|Page
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. Property Value Inflator: The property value inflator is relevant to the

calculation of an applicant's benefits to state revenue, specifically in the
calculation of the effects on the Education Fund. It is used to measure the
growth of property values resulting from an applicant’s project. The difference
between education fund revenues with and without the applicant’s project is
calculated. As has been the practice in past model updates, this figure was
obtained from the most recent Consensus Forecast for Education Fund
concepts of the Legislative Joint Fiscal Office and the Agency of
Administration. The prior model’s figures are updated with the new forecast
figures. This statistic is used in conjunction with the Projected Statewide
Grand List Growth Rate. The figure is used as a projected measure of growth
of the statewide grand list and used in the calculations of changes in property
values as a background rate growth.

. Statewide School Tax Rate for Residential and Nonresidential Property:

These metrics are used in the calculation of the revenue generated from the
proposed project which will be contributed to the Education Fund Based on
both residential and nonresidential property improvements. The original data
source for this update was the Vermont Department of Taxes (for fiscal year
2014).

. State & Local Government Price Deflator: This figure is used in the calculation

of various costs and benefits associated with an applicant’s project. Itis used
in the formula which projects the growth of the various funds’ costs and
revenues forward in time. This figure was obtained from the same Consensus
Forecast of the Legislative Joint Fiscal Office and the Agency of
Administration referred to in #1 above.

. Estimated per Student Grant, Estimated Special Education Per Equalized

Pupil: These figures are used in the calculation of changes in education costs
associated with the applicant's project. The figures are on a “per equalized
pupil” basis and is used in conjunction with the changes associated in school
age population related the applicant’s proposed project. The data source for
the near-term per pupil payment is the Vermont Department of Taxes with
longer run forecast calculated exactly the same way as the Vermont
Department of Taxes does for the near-term numbers using the consensus
State & Local Govemment Price Deflator forecast by the Legislative Joint
Fiscal Office and the Administration for the forecasted years as presented in
#3 above.

. Vermont Estimated Population: As this update takes place in an inter-censual

year, the figure used in this update of the cost/benefit model is the population
estimates for the state of Vermont embedded in the REMI input-output model.
This figure is used when converting any of the data in the cost-benefit model
into per capita figures.



6. FY General Fund Expenditures, FY Expenditures Fund Appropriations:
These figures are used to calculate the changes in General Fund and
Transportation Fund costs associated with the change in population related
to an applicant's project in the most recent fiscal year. The figures are
converted to a per capita basis and used in conjunction with the change in
population associated with each applicant's project. The updated figures are
obtained from the Vermont Department of Finance and Management and the
Legislative Joint Fiscal Office. '

7. Corporate Revenue/Nonfarm Supervisory Job: This figure is used to estimate
revenues associated with a change in employment from an applicant's
project. It relates levels of corporate income tax to a per job basis. This can
then be used to estimate the incremental corporate income tax associated
with a change in employment related to an applicant’s project. This figure is
obtained from the most recent total corporate tax revenue divided by the
BEA’s concept of employment data (and includes both full and part time jobs
and also proprietors). The BEA employment series data is used as a predictor
of future revenues in the model and is preferred for this model since it is the
most inclusive data for proprietors and workers in the farm sector.

8. Per Capita Other General Fund Revenues, Per Capita Other Transportation
Fund Revenues: These figures are used to capture the ‘Other’ category for
revenues found in the General and Transportation Funds. They are
converted to a per capita basis and used in conjunction with the change in
population associated with an applicant’s project. The updated figure is
obtained from the 2013 Calendar year tax revenues divided by the population.

9. State Personal income Tax Rate, State Sales & Use Tax Rate, State Gas Tax
- Rate, State MVP&U Tax Rate, Background Statewide Education Property
Tax Rate: These figures are used to determine part of the forecasted
revenues over the forecast impact period from the new demand from an
applicant's proposed project. They are applied to the changes in
consumption associated with an applicant's project to vyield projected
incremental tax revenues. These figures are obtained from the most recent
fiscal year data available on total taxes received. These data are then applied
to various REMI consumption items to complete the bridge between REMI
economic output data and the state’s fiscal cost-benefit concepts.

¢. REMI Economic Output Page

In addition to being the recipient of the output of the REMI input/output model, there
are several embedded REMI control variables which are updated as part of the
annual model review. Consistent with the previous year’s updates, the equilibrium
data from the REMI control is updated for the year of application. These variables
include several consumption related factors such as overall consumption, general
price indices, as well as specific price indices by consumption category.
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d. Qualifying and Non-Qualifying Jobs & Wages Pages

As a result of the change in the model’s base year from 2013 to 2014, the lookup
function which finds the REMI input-output anticipated level of compensation by
industry needed to be updated and tested to ensure accurate future wage levels were
taken into account.

e. Present Value Calculations Page

This page calculates the present value of the total benefits and costs associated with
a project. The updated present value discount rate was obtained from the analysis
of the three year moving average of the Bond Buyers Index: General Obligations
Bonds: 20-Years to Maturity (attached). The data for the rolling three year average
calculation was obtained from the Moody's Analytics December 2013 baseline
forecast—the same underlying macro forecast that was used in the January 2014
Consensus Revenue Forecast update. This year's data resulted in an increase in the
Present Value factor from 4.1% (used during in 2013) to a 4.5% discount rate for
2014.

f. ‘NAICS Row’ Lookup Page

As described above, a comprehensive evaluation of industry growth is performed by
3-digit NAICS code. Due to information regarding the conditions of the United States
Business cycle as published by the National Bureau of Economic Research, it was
determined by the VEGI Technical Working Group that changes to the growth rates
represented on this page should take into account full business cycles in order to
desensitize the model to intermediate and intermittent fluctuations in the economy
and separate industries. The current business cycle has been longer than most and
it has been several years since a revision of the background growth estimates has
been carried out. We are currently carrying out a review of the background growth
methodology so that future model applications will have appropriate and up-to-date
background growth estimates.

g. Regional Differential

The Regional Differential effect embedded within the model, governing the different
economic impact of an applicant project depending on its location, remains
unchanged for CY 2014. This determinant is only re-evaluated as new data becomes
available from the Vermont Department of Labor, typically during the summer, and
was not updated as part of the Annual Update.



v: Additional Model Modifications:

a. ACCD staff economist Ken Jones has taken over day-to-day responsibilities for
Cost-Benefit Scoring of VEGI Applications.

As of the end of August 2013, Economic & Policy Resources has taken an advisory
role in supporting incentive payment calculations for the VEGI program. EPRin 2013-
14 is responsible for the annual cost-benefit model update, and serves as a technical
resource to the program. EPR no longer performs the actual fiscal cost-benefit
scorekeeping reviews of VEGI applications, but is available for technical assistance
in VEGI application reviews and for any technical issues as they may arise before the
VEGI Board and/or the VEGI Technical Group.

b. Updated Personal Consumption Matrix:

During 2013, an internal analysis of the personal consumption matrix was undertaken
by the ACCD staff economist. The findings of this review resulted in small
modifications to the personal consumption matrix that is used in the Sales and Use
Tax estimating module of the VEGI fiscal cost-benefit model. These modifications
were made to sync the REMI Pl+ economic input-output model component of the
VEG! cost-benefit model and the categories of consumption that are subject to the
Vermont Sales and Use tax. The 2014 model includes changes to the personal
consumption matrix. The result of this change is an increase in the effective Sales &
Use Tax rate used for the cost-benefit analytical assumptions, but a smaller base of
personal consumption expenditure categories on which to calculate the tax benefit to
the state. It is expected there will be no significant change in the fiscal cost—benef t
model results resulting from this change.

More detail regarding the Personal Consumption-Sales Tax Rate Calculation: The
increase in sales tax revenues expected from a VEGI project is based on the increase
in consumption that is subject to the Vermont Sales and Use Tax. Not all purchases
within the broad categories used in the REMI model are comprised as taxable items
under the State Sales & Use Tax. The updated consumption matrix uses the same
approach as previous versions of the cost benefit model by using the previous year's
Sales & Use Tax revenues that go into the total value of consumption expenditures in
the REMI model for that same year. That resulting effective rate is than applied to the
projected increase in consumption for the period subject to model impact estimates.

The following are the REMI categories of consumption that are used by the fiscal cost-
benefit model. These categories are subject to Sales & Use Tax in Vermont and
included in both the base rate calculation and as projected consumption in order to
estimate a prospective VEGI project’s increased Sales & Use Tax revenues:

1. Furnishings and durable household equipment
2.  Recreational goods and vehicles

6|Page



Jewelry and watches

Alcohol for off premise consumption
Other non-durable goods
Transportation services
Recreational and other services

e B Sl

c. Change of Effective Personal Income Tax rate Calculation Methodology from a
Fiscal Year Basis to a Calendar Year Basis

In the past, the effective tax rate has been calculated by dividing total Fiscal Year (July
— June) General Fund Tax revenues by the Calendar Year-based (January-
December) macroeconomic statistics built into the REMI model. The 2014 revision
modified the original 1997 fiscal cost-benefit model for the tax rate construct to reflect
tax collections on a calendar year basis to match the baseline REMI calendar year
level. As a result, the fiscal cost-benefit model’s tax rate now reflects the consensus
forecast for state tax collections for the base calendar year (or calendar year 2014 for
this update) and the 2014 baseline forecast in the REMI model for the same calendar
year.

d. Percent Allocation of Sales & Use Tax revenues to the G-Fund and E-Fund

Sales & Use Tax revenue is allocated to both the General Fund and the Education
Fund. Prior versions of the cost-benefit model used two-thirds of the added Sales
and Use Tax revenue allocated to the G-Fund at 2/3 (66.66%), and to the E-Fund at
1/3 (33.33%). The updated 2014 model uses the full value of the added Sales and
Use tax revenue with the new allocation split mandated by the legislature of 65% to
G-Fund, 35% to E-Fund.

e. A change to the assessed property value as a result of applicant project, as it
Affects Statewide Education Property Tax Benefits

As a global assumption, increased property value as a result of an incentivized project
has been assumed to be equal to the amount of capital expenditure the applicant
intends to use to improve the property on which the project will take place. For
example, if an applicant property is valued at $1,000,000, and the applicant intends
to spend $500,000 on constructing a new building on that property, the model
assumes a new property value of $1,500,000. When less than 100% of the
construction activity is sourced from Vermont firms, the modeling and application
process requires the applicant to explicitly state what proportion of those expenditures
will be spent on Vermont-sourced construction. Only the Vermont-sourced amount
is used in the regional impact modeling. However, in the past, only the expenditures
on the Vermont-sourced portion of construction have been used in the calculation of
the increase in property value, which undercounts State benefits from increased
property tax revenue. The 2014 cost benefit model revision includes a change to
account for all property improvement expenditures in the assessed property value as

7|Page



a result of the applicant project in order to more accurately reflect the true change in
VEGI project’s property value.

f. Change to Calculation Methodology for Gasoline Tax Revenue

Past versions of the ¢c-b model used regression values to forecast future gasoline tax
revenue resulting from the applicant project. The 2014 model update has changed
to an effective tax rate assumption, and bases the resulting Gasoline Tax revenue on
the change in gasoline consumption predicted by the REMI regional impact modeling
results. The update discards the old regression equation to reflect the change in the
structure of the Gasoline Tax and to more accurately estimate Gasoline Tax benefits
to the State Transportation Fund.

g. Change to the Effective “Other Tax” rate

Past versions of the cost benefit model applied an “other” per capita tax rate for the
taxes comprising the general fund that are not captured in the income tax, corporate
tax or sales and use tax. The calculation of this rate was developed by subtracting
the revenues of income tax, corporate tax, sales and use tax and meals and rooms
tax from the overall general fund revenues and dividing by the Vermont population.
Because there is no other estimate of meals and rooms tax revenue in the cost benefit
revenue calculation, the 2014 cost benefit model now includes the meals and rooms
tax revenues for determining the Other Tax revenue calculation.
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Source: Moody's Analytics, December 2013 Baseline {or "Most Likely" ) Forecast
FRBB20Q, Bond Buyer Index: General Obligation 20-Years to Maturity, (%, NSA)
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E.

PHONE: (802) 828-2285

1 BALDWIN STREET,
FAX: (802) 828-2483

MONTPELIER, VT 05833-5701

STATE OF VERMONT
JOINT FISCAL OFFICE
MEMORANDUM
To: Joint Fiscal Committee Members
From: Nathan Lavery, Fiscal Analyst
Date: July 15, 2014
Subject: Position Request #2689

Enclosed please find one (1) item that the Joint Fiscal Office has received from the administration. Thirty-
seven limited service positions are associated with this request.

JFO #2689 - Thirty-seven (37) limited service positions in the Agency of Human Services. These
positions will perform a variety of funictions associated with the Health and Human Services Enterprise
Program. The positions are funded by a combination of federal and state funds as follows: 90% federal/10%
state funding for the Health Information Exchange/Health Information Technology audit position (1
position); 90% federal/10% state funding for Integrated Eligibility positions (23 positions); 95% federal/5%
state funding for the Project Management Office positions (13 positions). This request will be placed on
the July 24 Joint Fiscal Committee agenda for review and action.

[JFO received 07/15/14]

Please review the enclosed materials and notify the Joint Fiscal Office (Nathan Lavery at (802) 828-1488;
nlavery@leg state.vt.us) if you have questions. Project representatives will be present to testify and answer
questions at the July 24 Joint Fiscal Committee meeting.

VT LEG #301739 v.1



STATE OF VERMONT
- Joint Fiscal Committee Review
Limited Service - Grant Funded -

Position. Request Form
IV 684

This form is to be used'by agencies and departments when additional grant funded positions are being requested. Review
and approval by the Department of Human Resources must be obtained prior to review by the Department of Finance and
Management. The Department of Finance will forward requests to the Joint Fiscal Office for JFC review. A Request for
Classification Review Form (RFR} and-an updated organizational chart showing to whom the new position(s) would report
must be attached to this form. Please attach additional pages as necessary to provide encugh detail.

Agency/Department; AHS CO/DCF/DVHA/DDAIL/VDH Date: 7/3/14

Jim Giffin, AHS CFO, (802) 871-3005

Name and Phone (of the person completing this request).

Request is for:
["IPositions funded and attached to a new grant. 2584
i/IPositions funded and attached to an existing grant approved by JFO #

1. Name of Granting Agency, Title of Grant, Grant Funding Detail (attach grant documents):
Centers for Medicare & Medicaid Services (CMS) Integrated Eligibility (JE) initiative, CFDA 83.778

' 2. List below tities, number of positions in each title, program area, and limited service end date (information should be
based on grant award and should match information provided on the RFR) position(s) will be established only after JFC
final approval:

Title* of Position(s) Requested # of Positions Division/Program  Grant Funding Period/Anticipated End Date
Please see attached document. 37

*Final deten'ninaﬂt)n of title and pay grade to be made by the Depariment af Human Resources Classification Divisfon upon submlssion and review of
Request for Classification Review.
3. Justification for this request as an essential grant program need:

‘Without these positions, the IE project, and PMQ and HIE/HIT work streams will not have sufficient resources to
accomplish tasks and work products, meet deadlines, and partner with vendors and stakeholders to achieve
program success.

| certify that this information is correct and that necessary fundlng, space and equipment for the above position(s) are

available {requiped by 32 VSA Sec. 5(b). .
Tl A S S olee

m of Agency or Department Head - : Date

. Médu - /1o
pprove Denied b&%man Resources _'[Daté( /L'/—
” TR W

Approved/Denied b nance and : I - Date
v‘;«*’ g

A\
1’,,‘

¥

Ot \ . » P et &
. @Denled by Secretary of Admi’is ation  JUL 19 U
Comments: -
JOINT FISCAL QREIC
A

20" | | DHR - 11/7/05




OFFICE OF THE SECRETARY
TEL: (802) 871-3009
FAX: (802) 871-3001

DOUGLAS A. RACINE, SECRETARY
DIXIE HENRY, DEPUTY SECRET ARY

208 HURRICANE LANE, SUITE 103
WILLISTON, VERMONT 05495

STATE OF VERMONT
AGENCY OF HUMAN SERVICES

TO:

- FROM: A K
DATE: = July9,2014
SUBJECT: Limited Service Positions Request

Please find attached information pertaining to the request to create 37 limited service positions,

. Background .

The Agency of Human Services (AHS) is embarking on an unprecedented opportunity, called the
. Health and Human Services Enterprise (HSE) Program, to reconfigure our processes and systems
which allows us to deepen the integration of services we deliver.

This is the project that will allow us to replace our 35 year old Access IT system, modernize
our operations, and realize our vision for effective case management as a means of
providing high quality,
coordinated services to
Vermonters. The positions
outlined below are essential if we

" are to be successful with this
complex program, by building the
state government infrastructure to
properly manage the many outside
vendors working on the various
component projects.

The program includes defining and -
operating more aspects of our
“business™ as one — thus the Agency.
of One concept. This most benefits .
the Vermonters we serve, AHS staff
and commumty pmmers, all of
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delivery of services and improved outcomes in alignment with the AHS Strategic Plan: 1)
reduction of the lasting impacts of poverty, 2) promotion of community health, wellbeing and
safety, 3) enhancement of program effectiveness and accountablhty, and 4) health system

reforn,
The foundation of the HSE ;
Pragram Is a persen/family- | The HSE foundation is a person/family-centric
centric, integrated service | imtegrated service delivery system enabled by robust
delivery madel, - ¢ase management functionality to reduce the '

administrative burden placed upon Vermonters during .
an initial, comprehensive intake and assessment, and enhances ongoing interactions by allowing
for a single case plan.

The HSE Program is a multi-year, multi-faceted program that provides for business
planning/strategy/execution, change management, and project execution in support of Vermont’
next generation of health and human services information technology capabilities.

While the most visible oomponents of the HSE Program are the Information Technology (IT)
projects [Vermont Health Connect (VHC), Integrated Eligibility (IE), Medicaid Management
Information System (MMIS), and Health Information Exchange/Technology (HIE/HIT)] it is actually
abeut the people and processes of the “business.” These are the drivers for the configuration of the
technology, and are at the core of how the “business” will look in the future. For example,
Vermonters will have access to more self-serve capabilities, consent is fully automated, and data
can be readily modeled to inform policy considerations. This will allow for more seamless and
consumer-friendly services not only through an online portal that Vermonters can use but for state
employees and community partners who require a one-stop shop” to determine eligibility for
services or case specifics.

The HSE Program is administered by the AHS and governed in partnership through a disciplined and
hierarchical structure including executives and project business leaders from the Agency of
Administration (AQA), including the Health Care Reform Division, Department of Information and
Innovation, and the Department of Finance Management, as well as the Governor’s office. Ongoing
management is delegated to the HSE Program Management Office (PMO) within AHS.

While many aspeets of the HSE Program, with associated resources, have been delegated to
departments along, the HSE PMOQ remains responsible for direction and compliance with the
“Enterprise” approach in conjunction with business planning and strategy, change management,
project execution and common services. We are requesting 13 full-time limited service positions
to carry out these responsibilities:

5 positions to support project execution including vendor management

1 pesition to lead business planning/strategy/execution

1 position to lead case management ‘

1 position to lead and 4 positions to execute change management and workforce
strategies

o 1 financial position

' Page 2



Integ;ated Eligibilig[ !E ) Project Staffing Request

The Integrated Eligibility (IE) project i is a central component of the Health and Human Services
Enterprise (HSE). The most straightforward description of the IE project is that it replaces the
current eligibility determination system (ACCESS). As the IE Solution is built-out the ACCESS
system will be retired. There ate at least 44 health and human service eligibility segments of
programs impacted (e.g., Medicaid, SNAP, General Assistance, LIHEAP, TANF).

We are requesting 23 limited service positions for the IE project to manage, monitor, and

* collaborate with vendors in the design, development, implementation and operationalization of a

new system in areas such as eligibility determination/re-determination, enroliment, denials,
appeals and grievances, rules engine, case/consent/benefits/document/financial/workflow
management, notification, and business analytxcs/mtelhgence

# 12 program and policy subject matter experts
s 5 information technology positions

e 2 project management positions

s 2 operations positions

¢ 1 financial position

s 1 position to provide project coordination and administrative support

The scale of the Medicaid Electronic Health Record (HER) Incentive program is changing as the
aundit function of this program matures. One (1) lead audit position is being added to reflect the
need to organize and complete more audits as a result of the success of the program.

Funding

We are working with our federal partners to maximize federal resources for the build-out of the
HSE. We have prioritized all the Medicaid components of the IE Project to take advantage of
the OMB-A-87 exemption that allows Medicaid to pay 100% for any component of the build that
is needed for Medicaid and may be used later by another program.

We currently have approval from CMS for the period through September 2014 that provides
$40,574,804 of Federal funding for various components of the staffing and IT hardware &
software. We plan to submit an updated funding request at the end of July and expect to receive
funding through September 30, 2015

Summary
The large sheets list the immediate staff request for the HSE PMO, HIE/HIT, and IE project.

* This request was reviewed and approved by the HSE Finance Committee, HSE Operations
~ Steering Committee, and HSE Executive Steering Committee
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The IE project sheet identifies the 23 staff needed immediately to carry us through December
2014. We envision that an additional 25 staff may be needed over the life of the IE project. We
are not requesting these positions now because we need to refine both the need and the timing,
but wanted to alert the reviewers that we expect to have additional staffing needs in the future.
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HIE/HIT Staffing Request

Permor | Backfill | New | Backfill
Dept FTE__ |Title | Description Status | 2014 | 2015 | 2016 |LTD Needed | State | State
AHS/DVHA | 1.00 |MOA Medicaid Operations Administrator NEW 6 12 12 |UTD NO 1
\ ) ]
| | ; ] [rotal Positions Needed 1 0
7%
>
‘)?‘-:
. ) 9
p Q‘ S5
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[
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July 1, 2014

Blueprint
16

3410010500

16 Positions

Mark Larson
Depariment of Vermont
Health Access
Commissioner
737002 (E)

41486 —~ 73DVADB

Cralg Jones
Blurprint for Health

Steve Maier
HCRMIT
integration
Manager
730130 - 31
41693 - 73DVAQ3

Vacant
Information
Technology

Manager |
730128 - 28
41693 -~ 7ADVA12

Vacant
Medicaid
Operations
Administrator
730175-26
41693 ~ 73DVA32

Lorraine Sicillano
Medicaid
Operatians
Administrator
730177 - 26
41693 - 73DVA33

Heather Kendall
Programs &
Operations Auditor
730174 - 24
41693 - 73DVA33

1

“Operations ¢ H
Adminstrator, PG
%

Dirsctor

737100 (E)
41627 —~ 73DVA21

I

Vacant
Assaociate Direclor
BPFH
730140 - 31
41627 - 73DVAQ3

I-—{Analyst & info Chief]

' Web Developer

Tim Tremblay
Blueprint Data

730195 - 27
41627 - 73DVA18

Beth Tanzman
Assi. Dir. BPFH
730146 - 28
41627 — 73DVA18

Miki Olszewski
Assi. Dir. BPFH
730147 - 28
41627 - 73DVA19

Jenney Samueison
Assi. Dir. BPFH
730139 - 28
41627 - 73DVA18

I Casey O'Hara
Interactive Market &

730221 - 25
41626 - 73DVA19

Diane Hawkins
Executive Statf
Assistant
737006 (&)
41627 - 73DVAD?

e |

Susan Cartwright
Admin Svs Coord ||
730040 - 21
41627 —~ 730VA40

Terri Price
Program Tech I
730138 - 20
41627 ~ 73DVA4Q0

Paufa Chetli
Administralive

Senior Management Team

Wanagoment Team”

[ Mananere L Supervisors®

Assistant B
730178 - 18

41693 - 73DVA12

*Does nof represent
bargaining unit classification



|E Staffing Request

Calendar | Calendar | Calendar | New | Backfill

Pept | FTE ({Title Position # |Description = 2014 2015 2016 | State | State
DCE-ESD 1.00 [|SME BPPA-2 CMS1b Policy 6 12 12 1
DAIL 100 |[SME NCM-1 LTC Medicaid Clinical Eligibility - CFC 3 12 0 i ]
DCF-BO 1.00 |SME FAl-1 Financial Data Flows 6 12 12 1

DCF CO 1.00 |OPS OPDIR DCF Operations Director 6 12 12 1
DCF-CO 1.00 |pC PC_ 1 Project Coordinator/Admin 6 12 12 i

AHS CO 1.00 {PM PM-1 IE Lead Project Manager (State) 6 12 12 1

AHS CO 1.00 |PM PM-2 ACCESS Remediation Project Mgr (State) 6 12 12 1
DCF-ESD 1.00 |OPS OPS ESD Assistant Operations Director 6 12 12 1
DCF-ESD 1.00 |SME BPPAl CMS1a Policy for All Programs 6 12 12 1
DCF-ESD 1.00 |SME BPA-2 HC - E&E Requirements, ACCESS Remediation 6 12 0 1

HC - Oversight of DDI for ESD Programs,
DCF-LSD 1.00 |SME BPA--1 Enroliment, MMIS, PBM, ACCESS Integration 6 12 12 1
DCF-ESD 1.00 |SME BPAAL HC - Notices, Fair Hearings 6 12 0 1
DCF-ESD 1.00 [SME BPAA2 HC - Changes of Circumstance, Premiums 6 12 0 1
DCF-ESD 1.00 [SME BPAA3 HC - Rules, OPA, Rules training materials 6 12 0 1
LTC - Oversight of LTC & Other Medicaid

DCF-ESD 1.00 {SME BPAA4 Programs 6 12 0 1
DCF-ESD 1.00 |SME BPAAS LTC - CFC, Waivers 6 12 0 1
DCF-ESD 1.00 |SME EBD-1 Economic Benefits Director 6 12 12 i
DCF-ESD 1.00 |SME BASS-1 Business Application Systems Unit (BASU) 6 12 12 1
DCF-ESD 1,00 |SME BASS-2  |Business Application Systems Unit {BASU) 6 12 12 1
DCF-ESD 1.00 |SME BASS-3 Business Application Systems Unit {BASU) 6 12 12 1
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IE Staffing Request

Calendar | Calendar | Calendar | New | Backfill
FIE |Title Position # |Description 2014 2015 2016 State | State

DCF-ISD 1.00 (Tech SME {SDII-1 Jr, Integration Technical Lead 6 12 12 1
CMS8b Integration with Legacy ACCESS/SOA

DCF-ISD 1.00 {Tech SME [SDH-2 Connectivity 6 12 12 1

VIH 1.00 |SME PHA-1 Public Health Analyst H 3 6 ¢} 1
|E Healthcare Positions needed to start in

Calendar 2014 5 18

20f2



~~~ VERMONT

DEPARTVIENT OF HEALTH Division of Health Promotion & Disease
Prevention
Daputy Commissloner of Alcahol and Drug Abuse July 1, 2014
Programs
Barbara Cimaglio
747010 87

Heaith Promotion & Disease Prevention Director

Julie Aral
740132
Dirgcier of Heallh Qtitce of Oral Health PH Chronic Disease Health Sysiems Program Health Daparniment Chronic Disesse
Syslems Diractor Pravention Chiaf ministrator Division Administralor Evaluation Director
Nicole Lukas Vacanl Rhonda Willlams Susan Kamp Al Johnaan Patrick Kinnar -
740352 28 740180 20 740474 28 740853 25 ) 740168 25 740850 26
Healh Syslems Prog . ]
Adimiistrator PHN Program Specaist PH Program Admin, Chronic Diseasa Chronlc Disanse Adminislralive Srvos. PH Programs Admin.
Robin Edelman Vacank 0.5 AC: General || informalion Diractar Program Spedlzlist Caord| AG; General
740427 25 740856 % 1  Martha Frisgman Rebecea Braokes ™  Suzenne Kellay Dlanne Whalan Vacan
740830 24 740484 25 740481 23 740485 2 740852 24
= PHF Admin,.
PH Spedialist hid "
urran {Comp Gancer) H Danial Fiygienl 11 I_ FH Gpecialsl Chronic Disesse Admin. Asslstent
74.30%9%9 © 2 —  Sharon Mallory 85 — P D;mn Iﬁht Vacant Program Specialist Star Mef?regorA
acant . Vacant -
740\;21 118 24 740348 24 T40874 2 B Tagnt 740837 17
ey PH Danial Hyglenist It PH l;fggrgama ?aTTl'n-
" lysl e Linda Greaves || . Genel
PHPrograms Admin ACH| || Marike Jackson [ 740008 23 den Walforn {Astma) T Spactl
—— 740044 24 | 2 24 —
Vacant 740864 22
— - I i =
- (R o ] - Vacanl
Q‘m"gmr 7] Christing Sweet 0.6 740860 22
ChroncOlsesse | |~ SPocolst i TAR32 2 '
Nutitforist et & | PH Frogram Admi
Slebhan Donsgan et st ropram n
74'3;23 o 22 | PH Dantal Hyglenist | || AC: Ganaral
L .} {Newperl District Office) Eocana Slurges '
| Taryn Hunt 0.5 740533 24
PH Bpecialist L Public Health Anglyst 1 ) 740312 22
N_}na nga?dﬂedi Buss VACANT 1 AR Chronic Disease Program
4 2 p . Spechalist
' (@ulnglon D.O) Enmwp::lﬂneyknns
] Vacan! 1.0 740403 23
"Admin Agdistant A 740880 22 |
Gall Twilchell Chronic Disaase Program
740068 17 | ] sSpﬁhd‘;lg;':a
aral
740482 23
Admin. Assistant 8
- Barbars Murray
740543 10




HSE PMQ Staffing Request

Calendar{ ¢alendar | Calendar {Perm or Backfill Backfill

Dept FTE  |Title Description Status 2024 | 2015 | 2016 |LTD Needed |New State| State |
HSE PMOC 1.00 HRPD 1 |Health Reform Partfolio Director It NEW 6 12 12 {LTD 1

HSE PMO 1.00 HRPD 2 [Health Reform Portfolio Director i NEW 6 12 12 |LTD 1

HSE PMO 1.00 HRPD 3 |Health Reform Portfolio Director I} NEW 6 12 12 {LTD i,

HSE PMO 1.00 CMD 1 |Change Management Director (Internal) NEW 6 12 12 |LYD 1

HSE PMO 1.00 CMD 2 |Change Management Director (External) NEW 6 12 12 LD 1

HSE FMQ 1.00 | DOHD 1 {Director of Organizational & HR Development NEW 6 12 12 |LTD il

HSE PMIO 1.00 | DOHD 2 |Director of Organizational & HR Development NEW 6 12 12 |LTD 1

HSE PMO 1.00 ITMI {Information Technology (IT) Manager | NEW 6 12 12 {LTD 1

HSE PMO 1.00 PMIV 1 |Project Manager IV NEW & 12 12 LTD 1

HSE PMO 100 | PMIV 2 |Project Manager IV NEW 6 12 12 |LTp 1

‘HSE PMO 1.00 | TPMV 1 [T Project Manager V NEW 6 12 12 JLTD 1

HSE PMO 1.00 | ITPMV 2 [T Project Manaper V NEW 6 12 17 GETO 1

HSE PMO 1.00 FDII  |Financial Director | NEW 6 12 12 |LTD 1

i
- il C i ITotai Positions Needed 13 0
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Stephanie Beck
Program Director
Exempt

e Tman

Kristina Kiarsis
Admin Services Coordinator IV

===

VACANT
Program Manager
Exempt

PG 24

=

Portiolin Director I
530

i’.c'rtlohc. Ditector i ;
PG 30

Director, PG 28

Lisbath Kok
Admin Services Manager Il
PG 26

Greg Needle
Privacy Officer
PG 29

Development
PG 28 |







v Kavet, Rockler & Associates, LLC
Economic and Public Policy Consulting
985 Grandview Road

Williamstown, Vermont 05678-8003 U.S.A.
Telephone: 802-433-1360

Facsimile: 866-433-1360

Cellular: 802-433-1111

E-Mail: tek@kavet.net

Website: www .kavetrockler.com

A

July 2014
Economic Review and
Revenue Forecast Update

Prepared for the

State of Vermont

Emergency Board and

| egislative Joint Fiscal Committee

July 24, 2014




Economic Review and Revenue Forecast Update
July 2014

Overview

Despite aggregate revenue performance in fiscal year 2014 that was less
than 0.5% below January targets (and less than 0.5% above prior July 2013
forecasts), evidence the economy is on a slightly slower growth trajectory
and technical changes affecting individual revenue categories and allocations
to special funds will result in a downgrade to revenue projections for FY15
and FY16 of approximately 1.8%.

The General Fund closed FY14 slightly below projections (-0.4%), but
experienced weakness in the second half of the fiscal year in personal
income receipts and sales and use revenues — the State’s two largest
revenue sources, both of which are intimately linked to general economic
conditions. Personal income withholding tax revenues actually declined in
the last quarter of the fiscal year, while lagging sales and use tax receipts
belied assumptions of accelerating economic growth. Weaker than expected
gasoline prices and continued consumption declines in gasoline gallonage
account for both the minor negative T-Fund variance in FY14 (-0.6%) and
slight adjustments to FY15 and beyond.

Recommended Net Revenue Changes from January 2014 Forecast

-$28.8

General Fund

Transportation Fund
= FY2015 L
mFY2016
Education Fund
-$2.7
-$35.0 -$30.0 -$25.0 -$20.0 -$1I5.O -$10.0 -$5.0 $6.0

Millions of Dollars
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9.0%

6.0%

3.0% 11

-3.0%

Annualized Percent Change

-6.0%

-9.0%

January 2014 Economic and Revenue Forecast Commentary

Although economic fundamentals remain generally strong, U.S. economic
growth stalled in the first half of 2014 — if you believe the most commonly
referenced indicator of economic activity, real GDP. After closing out 2013
with 4.1% and 2.6% growth in the final two quarters, real U.S. GDP was
reported to have declined an extraordinary 2.9% in the first quarter of 2014 -
the largest quarterly decline since the depths of the last recession in early
2009 - and now looks poised to grow only about 2.7% in the second quarter.
In response to this, most major economic forecasting entities (including
Moody’s upon which the official State forecast is based), dramatically lowered
expectations for 2014 and 2015 growth.

First Quarter Plunge in U.S. GDP Growth Contradicts Coincident Data
(Annualized Percent Change, Real GDP, Source: U.S. Bureau of Economic Analysis)

0.0% |

1988Q1

1989Q11
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v 4 y b 3
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2008Q1
2009Q1
2010Q1
2011Q1

Although severe winter weather can explain some slowing in growth, the
reported GDP decline was contradicted by a number of other reliable
coincident economic indicators. Job growth in the first quarter was the
highest in six years, payrolls were up 3.2%, aggregate hours worked were up
41% and average hourly earnings were up 2.5%. How can more people
work longer hours at higher pay with less output? Only through an
extraordinary decline in productivity — which we deem unlikely. In fact, much
of the first quarter GDP dip was the result of a purported decline in healthcare
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spending — the first such decline since 1965. Although the introduction of the
ACA may have delayed some healthcare expenditures, it is unlikely that there
would not have been a corresponding increase in the second quarter. It is
more likely that the recent GDP read is a mismeasurement that will ultimately
be either revised or ignored. Accordingly, we have adjusted macroeconomic
assumptions used in this forecast to reflect a slower growth trajectory than
that assumed in January, but not as severe as that assumed by Moody’s and
others in June and July (see Tables A and B).

“t'ﬁ E

The unemployment rate continued to drop in the first half of 2014, as steady
job growth combined with relatively low but flat labor force participation rates.
U.S. unemployment fell from 6.7% in December to 6.1% in June, while
Vermont'’s rate dropped from 4.2% to 3.5% over the same period. Vermont's
unemployment rate has been the lowest in New England for 35 consecutive
months and has been the second lowest in the nation in recent months.

Despite the slow but steady improvement in Vermont employment, Personal
Income Withholding tax revenues in the final quarter of FY14 were below
levels reached during the same period in FY13. This unusual, though not
unprecedented, decline may reflect on the quality of the jobs currently being
generated, with lower paying and more part-time positions now in the mix.

Vermont housing prices, as measured by the FHFA Home Price Index, also
registered an unusual decline in the first quarter of 2014, slipping 1.8% (see
chart on next page). Vermont was one of only five states to post a decline in
the quarter, three others of which were also New England states (CT, ME and
Rl). Although a very low level of winter sales and financing transaction
volumes could undermine the statistical significance of this observation — and
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these data are often revised — solid positive price growth is a precondition for
the resumption of more “normal” levels of residential construction activity and
Grand List tax base growth.

Vermont Home Price Declines Are Almost Over, but E-Fund Tax Base

Impacts Will Persist
(FHFA Vermont Housing Price Index Percent Change Vs. Year Ago, Historical Data - Red, Forecast Data - Green)
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o Residential construction activity started in the last 12 months now stands at
approximately $290 million, up 25% from the 12 months ending in June of
2013, but still almost 60% below the prior March 2006 peak level of $697
million. Nonresidential construction, which has benefitted from both strong
commercial and public building starts in the past 12 months, now exceeds
residential construction by $100 million — the largest differential in these two
building types ever. At $389 million, nonresidential starts are up 7% from prior
year levels.

e Hidden within Vermont's relatively low unemployment rate, there is
considerable variation in labor market conditions within the State. As
illustrated in the charts on the next three pages, average unemployment rates
over the 12 month period ending in May of 2014 by Vermont county range
from 5.7% (Orleans) to 3.2% (Chittenden). Not evident in these rates,
however, are important differences in job and labor force growth (or decline)
during the recent business cycle.

Kavet, Rockler & Associates, LLi
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Vermont Unemployment Rates by County

12 Month Average for Period Ending in May 2014

Source: Vermont Department of Labor
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Employment Growth in Last Business Cycle Reorders Vermont Counties
Percent Change in Total Nonagricultural Employment, 12 Month NSA Data Average Ending in May 2014 vs. Trough
(cyclical low between Dec. 2009 and May 2014), and vs. Prior Peak (cyclical high between July 2006 and August 2007)
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Where Are The Jobs?

12 Month Average Employment, NSA Data Ending in May of 2014 vs. Cyclical Trough (lowest level between Dec. 2009
and May 2014), and vs. Prior Cyclical Peak (highest level between July 2006 and August 2007)
Source: VT Dept. of Labor
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Despite having the highest unemployment rate in the State, Orleans County
has also experienced the highest rate of job growth since both the last cyclical
peak and the cyclical low point of the recent recession (see chart on page 6).

- Benefitting from widely-publicized EB-5 supported projects, Orleans County is

also one of the few counties in which the labor force has grown since the last
cyclical peak. In contrast, due to declining labor force participation, both
Orange County and Windsor County have lower unemployment rates, but
have exhibited virtually no job growth since the low point of the last recession
and have lost more than 1,000 and 2,000 jobs, respectively, since their prior
cyclical peaks (see chart on page 7).

Economic Evolution Update: Change in Vermont Employment Since Prior Peak
Employment by Industry in May 2014 Indexed to Prior Peak Levels (June 2007=1.00), Seasonally Adjusted Data , VT DOL
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As illustrated in the above chart, the last business cycle has also changed the
industry mix of employment in Vermont, with Business and Professional
Services exhibiting the strongest growth (+19%), adding 4,200 jobs since the
prior cyclical peak. Federal Government employment, much of it related to
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Homeland Security in Canadian border areas has also grown since the prior
peak in June 2007 (+13.8%), adding 800 jobs. The Healthcare and Social
Assistance sector has added the most jobs (+5,000), growing 11.3% since
June of 2007. Leisure and Hospitality employment has also shown solid
growth (+5.8%) and added 1,900 jobs since its prior peak.

Construction employment continues to be the weakest sector, off 16.4% and
-2,800 jobs since the last employment peak. Manufacturing is down 12.7%
over the same period, with Durable Goods Manufacturing representing the
single largest decline (-22.1% and -5,000 jobs), while Non-durable Goods
Manufacturing was up 12.2% (+1,200 jobs) over the same period. The
Trade/Transportation/Utilities sector was down 5.7% (-3,700 jobs, -2,000 of
which were in retail trade) and Financial Activities, which was among the
hardest hit sectors during the last recession, is still 1,000 jobs below June
2007 levels (-7.6%).
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Aggregate FY14 revenues in the General Fund closed the year about 0.4%
below January targets, but the mix of revenues by category — with strength
derived from “one-time” Estate and Corporate tax events and weakness in
ongoing Personal Income paid and withholding taxes and Sales & Use
receipts - will leave FY15 and FY16 revenues slightly below prior projections.

Sales & Use tax revenues closed the fiscal year about $1.7 million below
target — the second year in a row with growth under 2%. Despite consumer
spending growth that is estimated at more than twice this rate, an ever
expanding list of tax exemptions (to which “compost” was added in FY15) and
tax avoidance via growing internet sales will continue to retard future revenue
growth.
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One of the few bright spots in FY14 was Meals & Rooms tax revenue, which
ended the year $2.6 million above January estimates. This was primarily the
result of what everyone else referred to as “bad” winter weather, but was a
boon to Vermont ski areas. With U.S. west coast ski areas hampered by truly
“bad” we<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>